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Abstract 
This thesis explores a range of issues around the mainstrearning of complementary 
therapies delivered by professional therapists into the NHS. The thesis question is: how 
does the complementary therapy community need to adapt to be mainstreamed into 
NHS primary care? To answer tIds, I explored the role of evidence, service delivery and 
design and variations in clinical practice in private and NHS settings. 
Using predominately case study methodology, data were collected at two NHS sites 
hosting complementary therapy services including: 
" Interviews with Primary Care Trust (PC'I) managers, NHS clinicians and staff, 
therapists and patients (n=34). 
" Observations of acupuncture and homeopathy consultations (n=22) 
" Documentation (e. g. evaluations, referral databases, meeting minutes and funding 
bids) 
Adas-ti computer software assisted in handing data. Data were analysed in a variety of 
ways including: quantifying activities (observations of consultations), calculating rates 
(referral databases), highlighting and extraction of key information (service evaluations, 
meeting minutes, funding bids) and thematic analysis (interviews and observation of 
consultations). After preliminary dnalysis, data from all sources were compared and 
contrasted using a constant comparative method to elaborate findings and identify 
discrepancies. 
To attain mainstream status, multiple shifts would be required. This would include the 
creation of a widespread perception of clinical evidence of therapeutic effectiveness to 
persuade NHS professionals that complementary therapies "work'. In addition, 
complementary therapy service evaluations, which include NHS cost data (ideally with 
impact on secondary care referrals), would be required, although these evaluations may 
not feed into the decision making process for NI-19 funding. 
Furthermore, NHS acceptable complementary therapy service structures would need to 
be established with specific treatments for medically defined corýdidons that are 
currently not well treated by biomedical interventions. These would need to he targeted 
to high priority groups without expanding the boundaries of the NHS by picking up 
unmet need. In addition, these services would have to be championed by well- 
respected clinicians (preferably doctors) with strategic commissioning toles. Such 
services may be more fortuitously located in local health systems that emphasise 
patient-centred care. 
Once a complementary therapy service was established, service providers would need 
to build collegial relationships with biomedical colleagues to create the perception that 
both biomedical and complementary therapy practitioners were working under the 
same healthcare umbrella. One way of achieving this is by opening complementary 
therapy consultations to observation by biomedical professionals. 
However, many of the required alterations identified in this study conflict with each 
other and with the philosophies, principles and approaches of complementary 
therapies. Furthermore, application of change management models suggests that 
neither the innovation (complementary therapies) nor the actors (the NHS and 
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complementary therapy communities) nor the environment (the NHS) are ready. 
Therefore, the widespread mainstreatning of complementary therapies within the 
current context of the NHS is understandably frustrated. 
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CHAPTER 1 Introduction 
1.1 Alice's story 
This thesis is about the mainstrearning of complementary therapies into the National 
Health Service (NHS) in the United Kingdom (UIq. Throughout the following 
chapters, multiple perspectives will be heard including those of commissioners, 
doctors, nurses and complementary therapy service providers. But patients' (or clientsý 
voices are largely tnissing. This is not an accidental oversight but deliberate, since the 
central question of this thesis is the adaptations necessary for complementary therapies 
to fit into the NHS. Thus, the focus is on the exigencies of NHS professionals and the 
response from the complementary therapy community to them. 
Notwithstanding, patients are pivotal to the likelihood of complementary therapies 
becoming mainstreamed. Moreover, while individual professionals from each camp 
ignore, vilify or cautiously approach each other, clients often integrate diverse types of 
healthcare with few difficulties. Thus, I wanted to begin this thesis by grounding it in 
the story of one such individual. This is to remind readers (and myselo that despite the 
complexity in bridging such different philosophies of care at organisational and 
professional levels, clients do so with relative ease. 
I could have told the stories of several different patients from this study, but I chose 
that of Alice because if complementary therapies are ever to become mainstreamed, 
she is likely to benefit. Alice is 41 years old. Married at 21, she is now divorced and has 
three children who are aged 16,14 and 11. Currently, Alice works as a cleaner for two 
businesses. For seventeen years, Alice has lived in the same relatively deprived inner 
city area. 
Alice's health problems started with her final pregnancy. During the pregnancy, she 
experienced acid reflux, which disappeared at the birth and then reappeared more 
persistently five years later. Alice also suffered from recurrent Caesarean scar 
infections. 'Me itchiness from the wound often spread from the scar to the skin on her 
entire body. To remedy this, she would apply an antibiotic cream and bathe in ster-zac. 
She had been going to the doctors for repeat prescriptions for antibiotic cream about 
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once a month for four years. In addition to the acid reflux and the recurrent wound 
infections, Alice did not have any sensation between her naval and her groin. After six 
months of repeat prescriptions of omeprazole for the acid reflux, her doctor suggested 
acupuncture, which was subsidised as part of a low cost complementary therapy service 
located in local NHS premises. At the start of her acupuncture treatment, Alice was 
also taking Prozac for depression. 
Alice initially had a course of eight acupuncture sessions, about one every two to three 
weeks. As a result of those sessions, she said: 
When I first started seeing [the therapist] I was on double the 
medication I'm on now for the acid reflux. And through seeing [the 
therapist], I said to my doctor, "I can take my capsule every other 
day, 30 milligrams. " And she said, "How long have you been doing 
that? " And I said, "Oh, for about a month. " She said, "Pight, we'll 
cut your medication down and let me know if there is any 
difference. " In the meantime, I was able to come off the Prozac I 
was on; the acupuncture helped that as well. And then I went back 
to my doctor and said, "I can take 10 milligrams every other day 
now as well. " It's almost as if because I'm having the treatment on 
my stomach, it's helping so I have to take less medication. The scar 
also, where it used to be red and sore all the time, it's not. It's not. 
And I said to [the therapist] yesterday, "Ifeel now as if when you 
got your knickers on, your belly don't (sic) seem so wobbly. "I said, 
"When I take my knickers off, it still feels like I've got them on 
because my belly skin is actually lightqning and the muscles are 
beginning to work " So I said to her, "I can really, really feel the 
difference. " (Patient, A, line 97) 
Nonetheless, Alice still required biomedical treatment. She had an operation to revise 
the Caesarean scar. After the operation, Alice stopped acupuncture treatments and 
found that she gradually increased her dose of orneprazole and her weight crept up. 
Nine months from the operation, she restarted acupuncture treatments. She attends a 
drop-in acupuncture clinic located at her doctors' surgery. Alice is also on a waiting list 
for an operation to remove gallstones. 
Alice thinks that the "benefits are brilliant" in having access to acupuncture at her local 
GP surgery and using the two approaches in parallel. Given that many amongst the 
medical and complementary therapy con-ununities are less convinced, the purpose of 
this thesis is to explore what changes arc required, if this relatively rare approach is to 
become more commonplace. 
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1.2 PhD overview 
To explore this, I am primarily interested in the adaptations necessary for the obtaining 
of mainstream status in primary care. "Primary care" encompasses general practice 
surgeries and community clinics, both funded currently by Primary Care Trusts (PCTs). 
I have excluded from this enquiry services operating in secondary care for two 
principal reasons. First, historically during "boom times", primary care sectors are 
where complementary therapy services tend to proliferate and are the most likely point 
of mainstrearning (Thomas et al. 2001b). Secondly, I work in a Primary Health Care 
unit and therefore wanted to study a primary care based topic. 
Furthermore, for the purposes of this study, the focus is on state or charitable funded 
services located in NHS primary care settings in which a complete package of 
complementary therapy care is delivered, usually by "professional" or Iay" 
complementary therapists. Trained in one or more modalities by complementary 
medicine colleges and affiliated institutions, these healthcare practitioners tend not to 
have biomedical backgrounds. Doctors or other NHS professionals, who have added 
complementary therapy techniques to their "conventional armoury" (Adams, 2000; 
Thompson, 2005), but continue practising within a biomedical model, are excluded. 
This is because this thesis aims to explore how different paradigms of health co-exist at 
organisational' rather than individual, personal levels. However, therapists with 
biomedical back-grounds, who operate entirely within holistic complementary therapy 
paradigms (see 2.2.1 for full definition) are included. 
1.2.1 Research questions and structure of the thesis 
The primary research question for this thesis is: How does the complementary therapy 
community need to adapt to be mainstreamed into NHS primary care? 
Initially, I also asked the reverse question: how does the NHS community need to 
adapt to mainstream complementary therapies? But for reasons presented later (see 
3.5.1.3), this question was eliminated. 
To clarify, by "complementary therapy community" I mean practitioners, their 
professional bodies, complementary therapy service designers, proponents of 
mainstreaming, evaluators of complementary therapy services, complementary therapy 
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researchers and even the underpinning philosophies of the therapies themselves. I am 
referring to the complementary therapy community in its widest possible sense. Having 
clarified the focus and terms of this study, I will now continue by discussing its 
structure and sub-questions. 
In this thesis, issues are explored at three levels: macro, meso and micro. Although this 
approach might appear complicated, Vaughan argues that varying týe units of analysis 
from macro to meso to micro "can generate startling contrasts that transform our 
theoretical constructs" (Vaughan, 1992). In addition, this multi-layered approach more 
closely mirrors the values and philosophies of complementary therapies, with their 
emphasis on 'holism' and interconnectedness. Furthermore, the thesis question cannot 
be satisfactorily answered by only focusing on one level. The aim of all three is the 
same - to explore the alterations required for mainstiearn acceptance. 
If the three are positioned as vertical silos, the macro focuses on the role of evidence, 
the meso on complementary therapy service design and the micro on differences in 
clinical practice in NHS and private settings. All three address the primary research 
question and have a sub-research question of their own. They are: 
0 Macro - Evidence 
What role do clinical evidence and service evaluations play in 
mainstreaming complementary therapies? 
* Meso - Service dehvery 
What does a 'NHS acceptable' complementary therapy service look like? 
o Nficro - Clinical practice 
Are there differences between complementary therapy treatments delivered 
in the NHS and privately? 
Each question is explored independently, while the key issues of patient centred care, 
inter-professional relationships, the use of evidence and time make repeated 
reappearances and are interwoven throughout the thesis, knitting the three topic levels 
together. (see Figure 1). 
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Figure 1 Structure of thesis 
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As each chapter covers a distinct level (macro, meso or micro), unlike other theses that 
have clearly demarcated chapters of literature, methods, results and discussion, here 
those distinctions blur. Hence, results chapters will include considerable literature and 
discussion, as well as original findings. To synthesise these, all three levels are then 
studied in relationship to each other in the discussion chapter. The next section 
provides background and rationale for the selection of the three issues at macro, meso 
and n-ýcro levels. 
1.2.2 Three levels of this study 
I have long held an interest in the nature of 'evidence' and its application in practice to 
policy and clinical dedsion-maldng. The role of evidence is a macro level topic, as 
regardless of where a potential MIS complementary therapy service may be located 
geographically, the issue of evidence poses barriers to mainstreaming. One type of 
evidence is service evaluations and so an aim, is to analyse a broad cross section of 
reports to explore more fiffiy what complementary therapy services may have to offer. 
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In exploring evidence, chapter four focuses on the meanings given to evidence by 
clinicians and PCT managers, the evidence needed to inform decision-making about 
complementary therapy service provision, where and how evidence is located, the 
importance of clinical research evidence and service evaluations in commissioning 
services and the tensions of evidence based healthcare and patient choice. 
To understand organisational issues around mainstreaming at a meso level, I have 
studied complementary therapy services at two sites. Despite over a decade of debating 
the merits of state funding of complementary therapies, not much is known about the 
ways in which complementary therapy services are brought into the NHS. The little 
literature that does exist tends to describe actual service model design (Paterson and 
Peacock, 1995; Peters, 2002). In the mid 1990s, Luff and Thomas carried out a 
landmark UK policy study that addressed aspects of this research gap. Studying ten 
NHS complementary therapy services across the nation, their aim was to identify levers 
and barriers for service provision (Luff and Thomas, 1999; Luff and Thomas, 2000b; 
Luff and Thomas, 2000a). But what they did not comprehensively address was the 
process by which complementary therapy services are designed, nor the broader 
question of what features mark out complementary therapy services that are more 
acceptable to NHS clinicians and commissioners. These will be presented in chapter 
five. 
The third level of d-ds study concerns clinical practice. Very little research has been 
carried out into the differences between the private and state funded delivery of 
treatments in either biomedical or complementary therapy service settings. Whether 
this is due to a lack of interest or because the preponderance of funding is funnelled 
into the NHS is unknown (Frurnphrey and Russell, 2001). Of the research that has 
been done within the biomedical field, two studies stand out. 
Observing over 1,100 private and NHS consultations in the 1970s, Strong found that 
organisational factors are as important as individual ones in explaining or modifying 
clinical behaviour (Strong, 2001), a finding that led to the inclusion of the service 
delivery and design aspect of this study. In the early 1980s, Silverman observed 146 
consultations, delivered by an oncologist in NHS and private clinics, finding that 
"social" factors such as greater courtesy and a more personalised, individual service 
distinguished private sessions from their state funded counterparts (Silverman, 1987). 
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Within the complementary therapy field, Hills carried out an interview study with seven 
therapists working privately and in a GP surgery in the mid 1990's. Therapists 
identified the biggest impact on their NHS clinical practice was the time restrictions, 
both in terms of the length of a session and the total number of sessions permitted. 
Therapists also had to adapt to NHS pren-dses, which were more utilitarian and less 
flexible than ptivate settings (Hills, 2005). The other key study in this area in 
complementary therapies was carried out by Barry. Observing both a professional 
homeopath and a GP homeopath, she noted that time was an important factor. The 
GP homeopath attempted to treat patients within the prescriptive ten minute 
consultation and as a result confused his patients with insufficient information and 
annoyed his partners since his surgery always finished late. The professional 
homeopath was relaxed with a "reverent respect and almost religious awe for 
homeopathy" (Barry, 2003). 
In some of these studies, the same practitioner was studied in different settings 
(Silverman, 1987 & Hills, 2005) while in the others, different practitioners were 
observed in different settings (Strong, 2001 & Barry, 2003). As a whole, these studies 
found key variations in usage of time, practitioner - patient relationships and 
practitioner identity. A striking theme running through these studies is wbere healthcare 
is delivered seems to affect bow it is delivered. An aim of the third level in this thesis is 
to explore further in what ways and whether these modifications compromise the 
therapy provision unduly. 
-1.3 Conclusion 
Having grounded the thesis in a patient story and provided an overview of the thesis as 
a whole, the next chapter discusses the historical and current context of the 
mainstreaming of complementary therapies and reviews the literature. 
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CHAPTER 2 Definitions, context and literature review 
2.1 Introduction 
Tbis chapter covers the historical and current context for this study. It begins with a 
short section on definitions and continues with an overview of complementary 
therapies including user characteristics, spending on complementary therapies, points 
of access and models of "integration" of complementary therapy services. I will then 
discuss the historical dominance of biomedicine since the tnid 19'h century and the 
consequent marginalisation of non-biomedical approaches in Western societies. 'Ille 
final section identifies and discusses some of the individuals and organisations driving 
(or derailing) the mainstrearning agenda. 
2.2 Definitions 
2.2.1 Definitions of complementary and alternative therapies 
In general, there is discomfort with the lexicon of complementary and alternative 
therapies (Andrews and Kingsbury, 2007). Is "complementary" a better term because it 
de-emphasises the rivalry between complementary therapies and mainstream medicine 
and stresses their potential compatibility? Or should we use the term "alternative" to 
stress that complementary therapies offer a different understanding of health and 
illness? (Barry, 2003) What about integrated of integrative? (Caspi, 2001; Rees and Weil, 
2001; Bell el aZ 2002; Easthope, 2003) Unorthodox or unconventional? How about 
'non-complementary' medicine? Should we call it biomedicine? Western Medicine? 
Conventional? Orthodox? 
These choices are significant as they illustrate the speaker's understanding of the 
rightful place of cori-iplemcntary therapies, be it a legitimate healthcare system in its 
own right, a temporary expedient or marginalised 'quackery'. Personally, I tend to use 
the term "complementary therapies"', because although I believe that they offer 
alternatives to the medical model, and in some cases can replace biomedical treatments, 
it is the extent to which the two paradigms are indeed 'complementary' that this thesis 
explores. I do not use the term "CAM", as this term is used primarily by the medical 
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and academic community and is a term largely unknown within the 'rank and file' of 
the British complementary therapy community. However, I do use the term 
'biomedicine' to highlight that the current dominant paradigm is just that - another 
system of healthcare, albeit a powerfil cosmology, but not the only one. Despite these 
beliefs, I approached this study undecided as to whether complementary therapies 
should, or indeed could, be adopted into mainstream NHS care. This ambivalence 
creates a tension throughout the thesis, as readers may erroneously infer from my 
obvious pro-complementary stance that I airn for the prize of legifirnisation within the 
NHS. In fact, a key motivator for'undertaking this study was to explore my own 
doubts. 
By complementary therapies, I am referring to those modalities that operate within a 
different paradigm of health from the biomedical model. I dislike using a negative 
definition, but this is relatively common. For example, the House of Lords defines 
complementary therapies as: 
... a diverse group of health-related therapies and disciplines which 
are not considered to be a part of mainstream medical care (House 
of Lords, 2000). 
In this report, the Committee categorised the many complementary therapies available 
in the United Kingdom (UK) into three groups. Complementary therapies broadly 
expected to be the most likely candidates for mAinstreaming included the "Group I" 
therapies of osteopathy, chiropractic, herbal medicine, homeopathy and acupuncture. 
"Group 2" therapies were those which the Committee viewed as "used to complement 
conventional medicine", such as aromatherapy, the Alexander Technique, body work 
therapies, including massage, stress therapy, hypnotherapy, reflcxology, shiatsu, 
meditation and healing. "Group 3" therapies were those that the Committee saw as 
"indifferent to the sdentific: principles of conventional medicine" into which they 
classified kinesiology, crystal healing and interestingly Traditional Chinese Medicine 
among others (House of Lords, 2000). Understandably, there was considerable debate 
amongst the complementary therapy community as to the justness of this typology 
(McIntyre, 2001). 
Pinpointing commonalities across this broad range of therapies is not easy, with their 
distinct historical developments, diagnostic and treatment techniques and 
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understandings of disease. In 2004, Newman Turner and \Wicks published a 
consultation paper suggesting that the following ten principles may unify these 
disparate traditions (Newman Turner and Wicks, 2004). 
9 Vitalism or a belief in the innate intelligence of the cell 
9 Health seen as a positive atttibute and not simply the absence of disease 
* Interconnection of emotional/spiritual, biochernical. and structural 
* Necessity of detoxification 
0 Stability of internal milieu is more important than the pathogen 
* Homeodynamics, for example, positive role of inflammation in getting rid of 
illness 
0 "Law of Cure" or that individuals go "backwards" towards health, whereby 
older symptoms reappear while more recent ones retreat 
o Individuality - treatments need. to be takred 
0 General belief in non-toxicity and non-invasiveness of interventions 
Participative - patients play an active role 
Although some of these principles may influence the clinical practice of some 
biomedical practitioners, especially those who attempt to practise "holistie, care, taken 
as a group these tenets indicate a distinctly different interpretation of health and illness 
from biomedical models. These principles may occur to a lesser or greater degree 
within various complementary therapies, and within those therapies to a lesser or 
greater degree with individual therapists. However, generally speaking, the 
understanding of health underpinning complementary therapies more closely matches 
the World Health Organisation definition of health as "complete physical, mental and 
social wellbeing, not merely the absence of disease or infirmity" (World Health 
Organisation, 1946). Health creation, not just the eradication of disease, is an important 
aim. 
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2.2.2 Definitions of mainstrearning 
The phenomenon of primary interest in this thesis concerns the incorporation of 
complementary therapy services into the NHS. Many call this "integration", but I 
prefer the term "mainstreaming", as there is a difference. After my first phase of 
fieldwork, I realised that integration as I define it - the close collaboration and team 
working of health professionals from different disciplines - is unrealised for many 
conventional practitioners, much less those working in other health paradigms. For 
example, health visitors often have minimal contact with general practitioners (GPs) 
and are not inte grated, but both types of professionals are firmly mainstreamedin that their 
services are an integral part of the NHS. For that reason, I prefer to use the term 
cemainstreaming", as do others in this field (rovey et al. 2004). 
Various criteria characterise a mainstreamed service including: 
" Offices or consultation rooms within NHS premises 
" Repeat NHS ftmding contracts . 
" Delivery by regulated and trained personnel 
" NHS line management responsibility 
" Adherence to clinical governance regulations and other standards 
" Referral from other NHS professionals. 
I will now go on to give an overview of complementary therapy user characteristics, 
points of access and models 
- 
of integration before continuing with a discussion of the 
historical and current context that is pushing complementary therapies onto the 
polidcal agenda. 
2.3 Complementary therapies overview 
2.3.1 Prevalence of use 
In exploring the prevalence of use, definitions once more become problematic. In 
some surveys, "using complementary therapies" means seeing a practitioner. In others, 
it is buying over the counter products, possibly even vitamins. Furthermore, 
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complementary therapies may be purely defined as one to one practitioner based 
treatments or may include group activities such as yoga and tai chi. 
Nevertheless, a common perception within Western nations is that usage of 
complementary therapies is rising. In the Netherlands, a survey found that visits to a 
practitioner more than doubled from 6.4% in 1981 to 15.7% in 1990 (Fisher and Ward, 
1994). In the United States, the proportion of respondents surveyed visiting a 
complementary therapist increased from 36.3% to 46.3% from 1990 - 1997 (Eisenberg 
et al 1998). In Australia, a 1993 study found that 20.3% of those surveyed had seen a 
practidonerNacLennan etal 1996), while several years later in 1999 and 2002, the less 
robust sources of Australian national media estimated use at somewhere between 57- 
70% (Gripper, 1999; Russell, 1999; Madden, 2002). There are some signs however that 
this trend may be slowing, as a recent American study comparing adult use between 
1997 and 2002 found that it had reached a plateau of about 35% (Tindlc et al 2005). 
In the UK, the picture is somewhat confusing. An early study in 1992 found that one in 
four respondents had visited a complementary therapist (Consumer's Association, 
1992). A later, more reliable survey carried out in 1998 found that 10% of the adult 
population saw a practitionet annually (Momas et al 2001a). This proportion stayed 
constant three years later in a survey by the same researchers (Thomas et al 2003b). 
Meanwhile, another survey carried out in 1999 found that 20% of the population had 
"used complementary therapies", although this was frustratingly never defined clearly 
as either seeing a practitioner or buying a complementary therapy product (Ernst and 
VAiite, 2000). Moreover, condition specific surveys vary, as higher use is estimated 
amongst those with conditions of back pain, mental health (Bames et al 2004) and 
some types of cancer (Ernst and Cassileth, 2000; Eng et al 2003). But those that are 
using complementary therapies are keeping quiet about it. Studies consistently report 
that the majority of complementary therapy use is not disclosed to doctors (Eisenberg 
ef al 1998; Eisenberg el aZ 2001; Thomas and Coleman, 2004). 
2.3.2 Spending on complementary therapies 
So despite the perception that complementary therapy use is growing, it is difficult to 
ascertain whether visits to complementary therapists have decreased, increased or 
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remained the same over the past 15 years in the UK. Instead, the widespread belief in 
expanding complementary therapy usage may have more to do with its increasing 
infiltration into many aspects of our lives. Brain Gym, a form of kinesiology, has swept 
the country's primary schools (Goldacre, 2006). Hairdressers may offer reflexology and 
aromatherapy. A Yellow Pages television advcrt uses chiropractors as an example of 
how to "let your fmgers do the walking". James Martin, a contestant in the 2005 Stiialy, 
Come Dandn 
,g television competition, puts 
his back out and tells the nation that 
acupuncture and osteopathy have dulled the pain. In one week in early 2007, three 
characters from the radio series The Archers experienced different complementary 
therapies. Complementary therapies have seeped into our daily lives. 
This is aided by the rampant commercialisation of complementary therapies with 
health food shops on every high street and the proliferation of over the counter 
remedies (Collyer, 2004). This is a Western world wide phenomena. For example, it is 
estimated that spending on complementary therapies in Australia in 1993 was about 
$480 million Australian dollars (MacLennan et al 1996) rising a decade later to over 
$1.2 billion Australian dollars on just Chinese medicine supplements alone (Owens, 
2001). In the States, a survey in 1997 estimated that $27 billion American dollars were 
spent annually (Eisenberg el al 1998), while another found that out-of-pocket 
payments for American -complementary therapy users per visit were on average $49 for 
nutritional advice, W for acupuncture, $33 for massage and $23 for herbal therapies 
(Peyttemann Bridevaux, 2004). Here in the UK, a survey estimated total annual 
expenditure at C450 million (Thomas et al 2001a). Evidence to the House of Lords 
from the Royal Pharmaceutical Society stated that a Mintel Marketing report prepared 
in 1999 found that the largeit over the counter sales of complementary therapy 
products were for herbal medicine (,, C, 50 million annually) with lower consumption of 
homeopathic products (, C23 million) and aromatherapy essential oils Cý20 million). 
Moreover, total revenue had increased by 50% since 1994 (House of Lords, 2000). We 
may not be "buying into" the philosophy of complementary therapies any more now 
than we were a decade ago; instead we may just be purchasing more of its products. In 
fact, some believe that the mainstrearning of complementary therapies has little to do 
with wellbeing, health outcomes or an alternative perspective on health, and everything 
to do with increasing profit (Collyer, 2004). 
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2.3.3 Profile of complementary therapy users 
But who are these complementary therapy consumers? In looking at predictors of 
complementary therapy use, studies of Western societies tend to find complementary 
therapy users are better educated, more affluent women, aged between 25-49 with 
chronic health problems (Eisenberg et al 1993; Eisenberg et al 1998; MacLennan et aZ 
1996; Kelner and Wellman, 1997; Millar, 1997; Mitchell and Cormack, 1999a; Ni et al 
2002; Shmueli and Shuval, 2004; Thomas and Coleman, 2004; Nielsen et al 2005). 
However, not all complementary therapy users fall into tl-ýs group, as a study found 
that 35% of non-white Americans used a complementary therapy (compared to 46.2% 
of the total population) rising to 67% if the definition of complementary therapies 
included prayer (Graham et al 2005). In the UK, there is also some suggestion of 
significant use amongst refugee communities in the Black and Ethnic Minority 
populations, but we know nothing about its extent nor characteristics (Naylor, 2005). 
Furthermore, complementary therapy use may be becoming less the preserve of the 
middle-aged adults. A longitudinal matched study of users and non-users in Canada 
(time points 1987 and 1993) found that complementary therapy users at both time 
points were more likely to have higher education and higher household income, but the 
proportion of younger users (0-29 years) rose to nearly a third of the sample (Blais, 
2003b). 
Reasons for turning to complementary therapies tend to fall into "push" and "pull" 
factors. Ihe push factors may include dissatisfaction with conventional medicine 
-including a dislike of medications and communication difficuldes with health 
professionals Nurray and Rubel, 1992; Vincent and Furnham, 1996; Furnharn and 
Vincent, 2003). The pull factors may include an attraction to the values embodied in 
some therapies of personal and spiritual development (Astin, 1998) and a positive 
valuation of complementary medicine (Vincent and Furnham, 1996). Some theorise 
that complementary therapies link in well with underlying Western values of personal 
responsibility (Goldstein, 2003). Others suggest that as we move towards a society 
more focused on fitness, we naturally extend our "perfectionistic" tendencies to our 
bodies (Coward, 1989). Still others suggest that complementary therapy use is 





care Uonas, 2003). Studies have found that once experienced, commitment to 
complementary therapies results from benefits from, and satisfaction with, the 
treatment rather than an obligation because of payment or prior belief in 
complementary therapies (Luff and Thomas, 2000a; Sherwood, 2000). 
A consistent message within the literature, however, is that whatever the reason for 
initial and then continued use, complementary therapies are not replacing biomedicine. 
The majority of complementary therapy users continue to combine both (Tbomas et al 
1991; Kelner and Wellman, 1997; Paterson and Britten, 1999; Long et al 2001; 
Sharples et al 2003; Thomas and Coleman, 2004; Shtnueh and Shuval, 2004), despite 
the fears of biomedical practitioners that this is not so (see BN1J rapid responses and 
letters to papers or news articles on complementary medicine, especially 2001: 
322(1464) and 2005: 331(7521): 856-857). 
2.3.4 Accessing complementary therapies in the NHS 
About 10% of complementary therapy activity takes place in the NHS (Thomas et al 
2001 a). 'Taking place in the NHS' however, does not necessarily mean funded by the 
NHS. 'Funded by the NHS' means that Primary Care Trusts (PCTs), which evolved 
from Health Authorities, have taken the decision to finance the service. 
However, many complementary therapy services located within NHS premises are not 
PCT funded. To learn more about models of complementary therapy services, I 
contributed to a mapping exercise conducted by Jane Wilkinson and colleagues from 
the University of Westminster in autumn 2003 (Wilkinson et al 2004a). The exercise 
aimed to locate all complementary therapy services offered within NHS primary care 
premises in England and Wales. Although situated within secondary care, data from the 
Homeopathic -Hospitals were included as well, for reasons that were not explained. 
Medical professionals using complementary therapy techniques (usually homeopathic 
products or needling) within their usual ten to fifteen minute NHS consultations were 
excluded. I volunteered to carry out this mapping exercise for southwest England, 
which included the counties of Cornwall, Devon, Dorset, Wiltshire, Somerset, 
Gloucestershire and Avon. This led to the creation of a typology, which was a valuable 
first step for my research. 
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In conducting the survey, I rang GP surgeries where local PCT managers believed 
complementary therapies were offered. Once identified, I carried out a short structured 
questionnaire, usually with the practice manager, which included questions on therapies 
offered, source of funding, clinical governance arrangements and knowledge of other 
practices locally providing complementary therapies. I submitted all responses to the 
team at Westminster in December 2003. In this way, several different models of NHS 
provision were uncovered, which are detailed below. 
2.3.4.1 Biomedical staff practicing complementaty therapies 
An example of a fully mainstreamed NHS service was the Bristol Homeopathic 
Hospital, established in the mid 19' century and funded by several PCTs. Although the 
five UK NHS Homeopathic Hospitals suffer from financial vicissitudes, just as any 
other NHS complementary therapy service (Clews, 2007), the Bristol Homeopathic 
Hospital has continually rolling contracts that generally are renewed annually. It was 
part of the local acute trust, adhering to its clinical governance guidelines and falling 
under its line management responsibilities. Doctors from secondary and primary care, 
who delivered and ran the service, received referrals from NHS professionals in 
secondary and primary care, where contracts are in place. 
Doctors, and more commonly nurses, also offered complementary therapy 
interventions in some GP practices. From the late 1990's to the early years of this 
century, this has become increasingly more widespread across the UK (Ibomas et al 
2003b). Of the nearly 50% of GP practices providing access to complementaxy therapy 
interventions, a study found that treatment by biomedical practitioners was offered by 
almost 60% of these practices (Momas et aZ 2003b). In the South West, I was unable 
to find out how many practices had biomedical practitioners using complementary 
therapy techniques, as this type of practitioner was specifically excluded from the 
mapping study. 
2.3.4.2 Professional therapists delivering treatments on NHS 
premises 
Biomedically trained staff are not alone in offering complementary therapies in GP 
practices. Tbomas et al. also found that roughly 25% of GP practices nationally 
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"offered" provision by professional therapists (Thomas el al 2003b). Extrapolating 
from the figures, about half of this was probably referral to therapists in private 
practice known to the GP or nurse, or referral to complementary therapy services in 
secondary care. But 12% of GP practices included a professional therapist working 
within the surgery (Thomas et al., 2003). In exploring this type of provision in the 
mapping study, I found these delivery models took many different forms. 
In a few exceptional cases, professional complementary therapists were fimded by a 
PCT. These tended to be a single practitioner, usually homeopaths or osteopaths, 
offering a service limited to specific conditions. I found a total of seven practices 
operating services within this model in the South West in 2003. 
Professional therapists were also employed in state funded projects paid for by 
regeneration monies, such as Single Regeneration Budget (SRB) or New Deal for 
Communities (NDC), that sternmed from the Office of the Deputy Prime Minister. 
These community based projects tended to offer a much broader range of therapies 
(including less accepted modalities such as kinesiology and reili) for a larger spectrum 
of conditions. At the time of the mapping exercise (2003) within the South West, I 
found three projects of this type providing services for six different GP surgeries, 
although one rapidly became defunct. 
In the mapping exercise, there were also mixed models whereby treatments were paid 
for by charitable donations, patient fees, "practice savings" or any combination thereof 
Mixed models also covered those services that were funded partially by PCTs and other 
sources. The most famous example of this type in southwest England was Glastonbury 
Health Centre (see www. integratedhealth. org. uh), which still continues in 2007. In total, 
I found three services within this classification. 
I found one example of therapists who offered their services in the NHS for free, 
although previously they had been funded by the practice through fund-holding and 
latterly a research grant. Interestingly, these therapists were both spiritual healers and 
within spiritual healing, there is a tradition of not charging for services. 
But the most common delivery model for a professional therapist within the NFIS was 
a therapist renting a room in a GPsurgery or, in other words, private provision in state 
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funded premises. In some cases, GPs and other health professionals directly referred. 
In others, a complementary therapist operated within the practice, but was not 
endorsed by NHS clinicians. Examples of this type were hard to quantify, and in any 
case were excluded from the mapping study by the Westminster team, although from 
personal experience, I was aware they were common. 
2.3.5 Models of integration in the literature 
The literature on models of "integration" may help explain these findings, as there are 
many typologies given (Bombardieri and Easthope, 2000; Frenkel and Bork-an, 2003; 
Giordano et al 2004; Leckeridge, 2005; Boon el al 2004a). For example, a detailed 
model characterises seven types of services on a continuum, as philosophies, structures, 
processes and outcomes move from "parallel practice" to "integrative". "Parallel 
practice" features practitioners from both camps working completely independently. A 
mid-level "co-ordinated" model would be characterised by a formal administrative 
structure in which patient records are shared amongst practitioners working together to 
provide care, facilitated by a case manager. At the opposite end, an "integrative" service 
provides: 
[an] interdisciplinary, non-hierarchical blending of both 
conventional medicine and complementary and alternative health 
care... employfing7 an interdisciplinary team approach guided by 
consensus building, mutual respect, and a shared vision of health 
care (Boon el al. 2004a), 
In another model, Kailin presented four conceptual maps: 
1. Isolated integration, wher. e complementary therapies are offered on site but there is 
not a close working relationship 
2. Dominating integration, where "integrative medicine is seen as a subset of 
biomedicine" 
3. Physician-provider, in which medical professionals provide complementary therapy 
techniques 
4. Transformative integration, whereby complementary therapists and biomedical 
professionals are in a dynan-& relationship (Kailin, 2001). 
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In the mapping exercise of southwest England, I found many examples of type one, as 
in almost all cases complementary therapists and NHS professionals worked 
independently with little contact with each other. I found one example of type two, and 
several examples of type three, including the Bristol Homeopathic Hospital. I found no 
examples of type four - that of transforming services into a newly dynarnic 
relationship. 
Like Kailin, others also share this vision of the potential of complementary therapies to 
transform (Peters, 2002; St. Georgc, 2004). This transformation would entail countering 
biomedical tendencies to "dehurnanise", while "empowering patiente' and 
"encouraging health creation" (Peters, 2002). For some, that promise resides in the 
restoration of a key aspect of healing, that of spirituality, which has been taken out of 
biomedicine (Aldridge, 2000). But Wright argues that adding complementary medicine 
will not stop the descent into "soulless medicine" (Wright, 2001). Flistory suggests that 
he is right; when incorporating outsiders, whether professional groups such as 
midwives or allied health professionals or marginalised sectors of society such as 
women, biomedicine has tended to set the terms of acceptance, adopting those 
practices or sectors that fill the gaps and abandoning the rest (Achterberg, 1990; 
Brooke, 2003; Saks, 2003a). In turn, the integrative behaviours of a minority group are 
to fill an uninhabited niche, taking nothing away that belongs to the dominant class and 
being carefiA to appease every step of the way (Achterberg, 1990). 7INs does not sound 
like a recipe for transforming the NHS, much less a blueprint for infusing our current 
medical system with more spiritual, patient centred values. Nonetheless, many continue 
to hold onto this ideal of the transformative power of complementary therapies. 
2.4 Historical context 
So how did we arrive at the point where the potential of complementary therapies to 
transform the NHS is even being debated? I will now continue with a summary of the 
historical and contemporary influences that have led to the current situation in the UK. 
2.4.1 History of biomedical dominance 
Up until the mid-nineteenth century, biomedical physicians competed with bonesetters, 
homeopaths, herbalists and healcrs in an unregulated market (Turner, 2004). In this 
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country, biomedical physicians gained monopoly control with the adoption of the 1858 
Medical Act, which came about through standardisation of training, profcssionalisadon, 
organisation and leadership (Saks, 2003b). The General Medical Council then had the 
power to control who could practice medicine and who could not, although because of 
its popularity and links with the Royal Family, the Homeopatl-lic Hospitals were 
tolerated (Dew, 2004). Interestingly, this increasing dominance was not brought about 
through biomedicine having greater scientific validity or evidence of effectiveness 
(Saks, 2003b), although collective emphasis on "rationality" and the importance of 
"scientific enquiry" was growing apace (Hills, 2005). Instead, Collyer suggests that the 
rise of biomedicine was due in no small part to its amenability to commodification and 
its compatibility with the values and hierarchy of the rising middle class (Collyer, 2004). 
It was not until the beginning of the 20' century that pharmaceutical developments led 
to biomedicine becoming more "scientific" (Porter, 2003). Indeed, the randomised 
controlled trial itself did not come into existence until the late 1940s, nearly a hundred 
years after the Medical Act. 
This suggests that in the late 19'h and early 20' century, the hegemony of biomedicine 
did not come about because of its innately superior perspective on health and disease 
conferred on it by the scientific method which many today believe (Glick, 2005). 
Rather it was due to organisational, societal and philosophical constructs that led it to 
enjoy sufficient clout to squeeze out its rivals. Biomedicine becarne dominant because 
it gained and wielded power - not because of greater inherent merit. Undoubtedly, in 
more recent times, great scientific advances have solidified that power, in what James le 
Fanu refers to as the "twelve definitive moments" fiom the discovery of penicillin in 
1941 to the identification of heliobacter pylori as a major cause of ulcers in 1984 (le 
Fanu, 1999). But this was post hoc. 
2.4.2 Challenges to biomedicine 
Once gained however, that hold on power has been substantiated by widespread belief 
in the supremacy of rationality and science. 
As the scientific community have grown strong, so they have 
developed specialised vocabulary, method, modes of analysis and 
practices of reason. Thus we confront the emergence of a new 
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"knowledge class". groups who claim a superiority of voice over 
all others. Further without initiation into the class (typically 
through an advanced degree) one cannot challenge these claims. 
Opinions based on anything other than the standards of the 
knowledge class, for example on personal values, spiritual insights, 
commitments to another tradition - are largely discounted In effect 
where the Enlightenment initiallyfunctioned to democratise society, 
it has now succeeded in generating a new form of totalitarianism 
(Gergen, 1999). 
But the last 30 years have seen the rise of challenges to this "form of totalitarianism", 
not least because of growing questioning that science can offer all the answers (Carter, 
1998). Marginalised voices such as women and Black and minority ethnic communities 
are increasingly heard as they contest the "reality" of the "WI-lite Male System", in 
which the scientific method upholds the values of rationality and logic above emotion 
and personal experience (Wilson Schaef, 1981). The growth of the cult of the 
individual, over and above the collective, challenges a basic premise of the scientific 
model which seeks to strip individuals of their context and place them within 
homogeneous groups for testing purposes. In doing so, the average of the group is 
prioritised over the experiences and outcome of the individual. Within health, the 
inability of science to adequately address the epidemic of chronic health disease has left 
proponents of the scientific method vulnerable to criticism. These phenomena are only 
part of a much wider cultural shift challenging science as the only determinant of 
knowledge and reality, a detailed discussion of which has been covered elsewhere (see 
le Fanu, 1999; Porter, 2003; Saks, 2003a; Hills, 2005). But despite these provocations, 
-biomedicine has continued to hold sway over the past 150 years. 
2.4.3 Medically pluralistic society 
Nonetheless, alternative forms of healthcare have never entirely died out, although they 
did suffer great setbacks with the establishment of the NHS in 1948, when once again 
Homeopathic Hospitals were the only non-biomedical services permitted official state 
sanction (Saks, 2003b). Within the UK, a laissetfaire attitude has been adopted by the 
state, where prosecution is rare as long as non-biomedical practitioners do not use tides 
such as "doctor" (Cant and Sharma, 1999). TUs co-existence of disparate forms of 
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healthcare has long prevailed; we have always lived in a medically pluralistic society 
(Cant and Sharma, 1999). 
How has biomedicine responded to the challenge of a medically pluralistic society? 
Interestingly, this depends on the challenger. Take for example, the differing 
trajectories of counselling and complementary medicine. 
Counselling and complementary medicine share many characteristics in that both: 
e Fall outside the medical model in terms of their understanding of disease and 
approaches to promoting health 
" Have largely been consumer driven 
" Are highly individualistic 
" Encompass wide ranging, difficult to define therapeutic modalities 
is Frustrate clear identification of measurable, standardised health outcomes 
9 Are complex interventions that are less amenable to measurement by 
randornised controRed tfials 
In the early 1980s, both counselling and complementary medicine were 'fringe', but 
their course has been very different. In 1988 Jane McCleod, a GP, published her 
largelypositive report on the issues surrounding incorporation of counselling for the 
Royal College of General Practitioners (McLeod, 1988). Counselling continued to 
make substantial inroads, helped no doubt by the financing of counsellors as ancillary 
staff by Family Practitioner Committees (then Family Health Service Authorities - 
FHSA) in 1990. This meant that GPs could receive reimbursement of up to 70% of 
the costs of counsellors (Comey andjenkins, 1993). By 1993, it was estimated that one 
in three practices had access to a counsellor (King et al 2000). 
NHS counselling services continued to flourish during the 1990s. By the end of the 20'h 
century, universities offered diplomas in counselling in health settings, the Counselling 
in Primary Care Trust was well established to facilitate the integration of counselling 
into medical settings, journals on counselling in the NHS had been set up and books 
telling the stories of counsellors working in a variety of NHS settings were published 
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(Etherington, 2001). In 2001, a flurry of evidence and guidance on counselling was 
published including an Effectiveness Matters bulletin (NHS Centre for Reviews and 
Dissemination, 2001a), a Cochrane Review (Bower and Rowland, 2001) and 
Department of Health Guýdehnes on using counselling in primary care (Department of 
Health, 2001c). Several trials, systematic reviews and evaluations of the impact of 
counselling on prescribing costs had also been carried out (Sibbald et al 1996; Harvey 
et al 1998; Hansell and Bonnet, 1999; King et al 2000). Interestingly, these studies 
tended to find that there was a short term improvement amongst patients receiving 
counselling in comparison with conitol groups, but that counselling interventions did 
not reduce prescription rates or costs for psychotropic medications. 2005 saw the 
culmination of decades of hard work, as counsellors received recognised status within 
the NHS, with commensurate pay and grading scales. 
Meanwhile, the picture for complementary therapies was very different. In 1986, the 
British Medical Association (BMA) published a report condemning alternative 
medicine as 'Nýitchcraft" (British Medical Association, 1986). In the early 1990s, 
complementary therapies enjoyed limited incentives in the state funded sector, the only 
one being health promotion clinics proposed by the "new" GP contract of 1991. This 
led to 14% of fund-holding practices, whereby GPs could pay for services themselves 
out of "practice savings", taking advantage of FH. SA funding (Cameron Blackie, 1993). 
Meanwhile, private provision of complementary therapies was expanding to the extent 
that the 1986 BMA position was no longer tenable. In 1993, they issued a second 
report on complementary medicine, which was considerably less an tagonimic (British 
Medical Association, 1993). In this, the parameters of acceptance were set out in that 
complementary therapies capable of validating themselves on the "narrow orthodox 
touchstone of randomised controlled trials" (Saks, 2003a) might be considered for 
inclusion in state funded services, as long as a biomedical curricula component (usually 
anatomy and physiology) were included in practitioner training and biomedical 
physicians controlled the referral relationship (Saks, 2003a). Biomedical attitudes 
towards complementary therapies had softened considerably, but this was not due to 
the generation of scientifically valid evidence, but because "consumerist minded 
patients were less likely to be fobbed off with biomedical claims of absolute clinical 
authority" (Sharma, 2003). 
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In 1995, four years after the advent of fund-holding, the availability of complementary 
therapies had increased to around 40% of all practices (Fhomas el al 2001b). 
However, this figure could be somewhat misleading because volume was not measured, 
so it included those practices that referred even just one patient to a complementary 
therapy intervention. Nonetheless, the signs suggested that complementary therapy 
service provision in or via the NHS was growing. For example, a survey of a local 
health authority published in 1998 found that half of 175 practices offered access to 
complementary therapy interventions, most commonly delivered by a doctor (82%) 
(Wearn and Greenfield, 1998). In 2001, a follow up study to the 1995 survey carried 
out by Tbomas and colleagues found that nearly 50% of general practices now had 
access to complementary therapies (rhomas et al 2003b). 
Unfortunately for complementary therapies, fund-holding was abolished towards the 
end of the 20"' century and with it access to complementary therapy services in the 
NHS was hampered. Services were also less likely to be free at the point of delivery, as 
patients paid for the treatments themselves (42% in 2001 versus 26% in 1995) Cmornas 
et al 2003b). More positive for integration proponents was the finding that the 
proportion of professional therapists working within GP surgeries had doubled from 
6% in 1995 to 12% in 2001 (nomas el al. 2003b). Although growth was slowing and 
the NHS was-shifting the financial burden of complementary therapies to patients, 
complementary therapies still had a slippery toehold in the NHS. 
But compared to counselling, tlýiis was not great. In 2003, in the previously mentioned 
mapping exercise carried out with the University of Westminster, I found that only 
seven GP practices in total across seven counties in the entire South West region 
offered complementary therapy services funded by PCTs (Wffiinson el aZ 2004a). Tl-, Lis 
contrasts with reports that suggest that between 60-70% of GP surgeries nationally 
offered access to counselling in 2005. (m=. bacn. co. uk accessed 28.9.05). Moreover, 
from early 2006, the position of complementary therapies in the NHS has become even 
more fragile. In attempts to address the dramatically growing NHS deficit, many long 
standing complementary therapy services have been cut and even the Homeopathic 
Hospitals are under threat (Clews, 2007). Meanwhile, following NICE 
recommendations, in November 2006 the Department of Health recommended the 
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use of computerised cognitive behaviour therapy (CB'I) programmes for the 
management of mild and moderate depression as well as panic and phobia. PCTS were 
expected to offer these interventions less than six months later (by 31st March 2007) 
(Mayor, 2006). This graphically illustrates the disparity between the tenuous position of 
complementary therapies within the NHS and the widespread uptake of at least one of 
the "talking therapies". 
2.5 Current context 
Having given an overview of key characteristics of complementary therapy usage, 
access and the 1-ýistorical background, I will now continue with a discussion of some 
(but by no means all) of the contemporary drivers of the mainstrearning agenda from a 
variety of perspectives including users, the state (policy makers and commissioners), 
practitioners and professional bodies. 
2.5.1 The public's attitude to complementary therapies 
At the forefront of the move towards incorporation of complementary therapies into 
the NHS are patients, who are widely perceived to want greater access to 
complementary therapies. But the most recent large scale survey to support this belief, 
finding over three-quarters of the sample in favour, is over 15 years old (MORI, 1989). 
Nonetheless, despite a comprehensive survey being long overdue, many subsequent 
smaller studies do still support this supposition (Ong and Banks, 2003; Richardson, 
2004; Shaw et aZ 2006b). 
Perhaps public enthusiasm for complementary therapies is due in part to patients 
progressively experiencing more chronic complaints and symptoms related to lifestyle 
choices, the very conditions biomedicine finds difficult to treat. In 1999, the 
Department of Health estimated that over one in three people in the UK were living 
with a long term condition (Department of Health, 1999), which was confirmed in the 
2005 manifesto of the 17 million reasons alliance (see www. 17miflionreasons. co. uh). 
Furthermore, chronic conditions are the most common cause of death in the Western 
world Pavis et aZ 2000). In addition, studies generally find people With Chronic 
conditions have poorer health status and are more likely to use complementary 
therapies (Eisenberg et aZ 1998; Thomas ef aZ 2001 a; Nielsen et al 2005; Busato et aL 
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2006). So the demand for complementary therapies is perceived as growing (at least in 
theory) at a time of greater prevalence of exactly the illness conditions for which 
complementary therapies are most suited. 
2.5.2 The state 
2.5.2.1 Policy makers 
In consequence, the state finds it increasingly difficult to ignore complementary 
therapies. In 1999, a political response was the establishment. of a working party within 
the House of Lords, at a time when NHS complementary therapy services were 
probably at their most prolific, after several years of fund-holding. Charged with 
exploring the implications of complementary therapy provision on public health, the 
Committee's conclusions were that: 
9 The evidence base for many therapies is weak and robust research into their 
efficacy is needed. 
'Ihe regulatory framework should be stronger to ensure that practitioners are 
properly trained and supervised. 
Only well regulated therapies should be provided by the NHS and then only 
through a referral from a GP. 
0 There is a need for information and more effective guidance for the public. 
0 Legislative avenues should be explored to better control the unregulated herbal 
sector (House of Lords, 2000). 
In their response to this report, the terms of state funded inclusion were clearly laid 
down by the government. 
CAM [complementary and alternative medicine] can also play a 
part in treating NHS patients. But if it aspires to be an equal player 
with other forms of NHS treatments, it must meet the same 
standards requested ofthem (Department ofHealth, 2001a). 
Many of these standards, such as regulated professional training and increased 
provision of infortnation, are being addressed, but the biggest hurdle is the production 
of "evidence" of effectiveness, safety and efficacy that satisfies the stringent 
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requirements of most of those trained in the scientific tradition. rhiswin be dealt with 
in more detail in later chapters. But suffice it to say here, that evidence based medicine 
(and by extension evidence based policy mali: ing) comes into constant friction with the 
highly espoused value of patient choice. 
The policy discourse on patient choice has been growing over the past few years. In 
fact, every year since 2003 has witnessed the publication of Department of Health 
documents re-affirming their commitment to patient choice (Department of Health, 
2003; Department of Health, 2004; Department of Health, 2005; Department of 
Health, 2006b; Department of Health, 2006a). For example, in Creating a patient led 
NHS, Sir Nigel Crisp, latterly the NHS Chief Executive, clearly puts patients at the 
heart of reform by stating 
... the ambitionjor the nextfew years is to deliver a change which is 
even more profound - to change the whole system so that there is 
more choice, more personalised care, real empowerment ofpeople 
to improve their health - afundamental change in our relationships 
with patients and the public. In other words, to move from a service 
that does things to andfor its patients to one which is patient led, 
where the service works with patients to support them with their 
health needs (Department of Health, 2005). 
A number of mechanisms have been put forward to help facilitate this revolution such 
as: 
eA new GP contract which allows practices to employ a range of healthcare 
professionals. 
Alternative provider medical services which permit the employment of providers of 
care and services from the-private or voluntary sectors rather than solely from the 
NHS. 
0 "Choose and book" whereby the patient is given four or more treatment options 
for hospital care. 
Practice based commissioning and enhanced services through which, it is reasoned, 
devolved commissioning powers to GPs will align services more closely to patient 
preferenccs (-Fhomson, 2005). 
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Despite their intentions, some of these initiatives have not been adopted mith quite the 
enthusiasm that the government had hoped. For example, a recent qualitative study 
found that the implementation of "choose and book" was haphazard (Rosen el al 
2007). Moreover in July 2006, six months before the target of 100% uptake was to be 
met, only 40% of the GP practices in England were "signed up" to practice based 
commissioning (O'Dowd, 2006). By February 2007, the Department of Health 
announced almost 100% coverage (see , vww. dh. gov. uk with links to practice based 
commissioning monitoring), but a recent report suggests that implementation is patchy 
(Lewis et al. * 2007). Nonetheless, despite slow uptake, in theory at least, the current 
government is committed to patient choice. 
To wit, the only recent policy document to explicitly explore the relationship between 
complementary therapies and patient choice is Building on Me Best Pepartment of 
Health, 2003). Its authors suggested that commissioners "develop a framework for 
access to complementary medicine" (p. 23). But as no further details or concrete targets 
were given, undoubtedly tEs brief mention was overlooked by most. 
This highlights a highly political aspect of the choice agenda. Choice is usually 
"managed", whereby consumers can select between two or several predetermined 
options (Evans, 2005). But who decides what those options should be? Consumers? 
Policy makers? Or in the case of complementary therapies, clinicians? Furthermore, is 
patient choice being used as a decoy to put pressure on providers? (Appleby et al 
2003) Many, including academics (Pollock, 2005; Dixon, 2005), doctors Fmietowicz, 
-2006), unions (Eaton, 2007) and even cl-ýldren's writers (Arie, 2005), see the creeping 
privatisation of the NHS behind this recent avalanche of market economy style 
mechanisms. If this is so, then where do private providers like complementary 
therapists, who may not make the "managed choice! ' shortlist of the state but definitely 
feature on that of the public, fit? Will increasing privitisation enhance the 
mainstreaming opportunities for complementary therapies, or threaten them? 
Irrespective of the implications of the patient choice agenda on the provision of 
complementary therapies, overall the aim is to ensure that patients metamorphose from 
their current depiction as passive health recipients to more active, assertive, responsible 
self-health creators. However, a major obstacle to this appears to be patients 
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themselves. A recent MORI poll found that only about 20% surveyed said they knew a 
"great deal" or "fair amount" about patient choice WORI, 2006); therest are unaware. 
Presumably, an essential first step to creating more responsible, motivated and 
ultimately healthier patients is illuminating them with knowledge of their newly granted 
powers. 
Regardless, many of the rhetorically cited values behind these new wave NHS 
initiatives are present within complementary therapy philosophies and approaches, for 
example relationships between provider and client are seen as more egalitarian, 
complementary therapy users are active co-creators of their health and therapists take 
the role of facilitators rather than experts (Kelner, 2003b). So, a strong driver towards 
the mainstreaming of complementary therapies is that many of its inherent values are 
now high on the policy agenda and facilitative mechanisms are in place, even if policy 
makers themselves seem largely blind to the potential of complementary therapies to 
bring about their agenda. 
2.5.2.2 Commissioners'affitudes to complementary therapies 
Caught in the middle, charged with implementing inconsistent, paradoxical government 
policies, wl-ýile responding to local demands for service delivery, are the commissioners. 
How do they view state funded complementary medicine? 
Well, they (rather understandably) prevaricate. A conference organised by the NHS 
Alliance in 2002 highlighted many of the problems NHS commissioners face (NHS 
Alliance, 2002). At this event, several PCT Cbief Executives, non-executives and Chairs 
were invited to hear evidence about complementary therapy options and decide their 
suitability for funding. For St. John's Wort, where the evidence was found convincing, 
the panel felt they had to defer the decision to a national level because of issues of 
accountability. For treatments such as homeopathy, the panel argued that the 
agreement of the executive comrnittce, sub-comrnittees and the PCT Board as a whole 
would need to be secured and the funding of a homeopathy service would be stacked 
up against national "must do's". In using complementary therapies in palliative care, 
the panel was concerned that demand would outstrip supply. As for acupuncture for 
osteoarthritis, the panel simply thought that the evidence was unconvincing and the 
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local need was negligible. So even in cases where the evidence was accepted, with the 
panel veering towards a favourable review (and this was by no means always the case), 
the commissioners identified many complex political and organisational impediments 
to the funding of complementary therapy services by the NHS. 
More rigorous academic studies confirming these views are scarce; I could only find 
three. An English study with Chairs and Directors of Primary Care Organisations 
carried out from 1999 to 2001 found "brakes" to the local development of 
complementary therapy services included: the need for equitable access to services, lack 
of scientific evidence, absence of quality assurance mechanisms, cost pressures, 
competing priorities/NHS agenda and prevailing beliefs and attitudes. "Drivers" 
included: existing complementary therapy service provision, GP interest and 
champions, local evidence of benefit and satisfaction, patient demand, intersectionwith 
NHS policies, Health Authority funding and growth money (Thomas et al 2004). In 
another study, Canadian state healthcare commissioners, rather than NHS funders, 
were interviewed (Kelner et al 2004). Commissioners identified a tension between 
protecting the public and responding to consumer pressure for complementary 
therapies, while safety, efficacy and cost containment were the chief reasons for not 
funding complementary therapy services. An English survey of 28 health authorities in 
London found the same three predominant concprns (van Haselen, 1998). So overall, 
commissioners are hesitant to commit funds to complementary therapy services. 
However, a potential lever that may interest them is the potential for complementary 
therapy services to reduce costs, especially those associated with secondary care. 
Currently, the impact of complementary therapy services on NHS costs is not clear. A 
feasibility study exploring the use of homeopathy and acupuncture services for 
dyspepsia patients found that there was no difference in prescription or consultation 
costs between those in the complementary therapy service group and those treated 
with usual care (Paterson et aZ 2003). In a review of five studies on acupuncture and 
spinal manipulation, the authors concluded that complementary therapy interventions 
incurred additional health care costs (Canter et al 2005). But a 'rapid response' 
challenging that conclusion pointed out that cost benefit rather than overall costs were 
important and three of the five studies found a cost benefit (Paterson, 2005). A study 
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of prescription rates at the Royal London Homeopathic Hospital found that 28% of 
audit patients stopped conventional medication use after 6 months and 32% reduced 
their use, but 15% who had not previously used medication were now using it, 
suggesting an increase in prescription rates for some (van Haselen, 2000). More 
positively, a review of 56 economic evaluations of complementary therapies found that 
complementary therapies were cost effective over usual care for several conditions 
including: 
" Acupuncture for migraine 
" Manual therapy for neck pain 
" Spa therapy for Parkinson's 
" Self-administered stress management for cancer patients undergoing 
chemotherapy 
* Oral nutritional supplementation for lower gastrointestinal tract surgery 
0 Biofeedback for patients with functional disorders such as irritable bowel 
syndrome 
0 Guided imagery, relaxation therapy and potassium rich diets for cardiac patients 
(Herman et al 2005) 
So the impact of complementary therapy services on a key priority of NHS 
commissioners"- that of containing or reducing costs - is unknown. 
2.5.3 NHS professionals' attitudes to complementary therapies 
Although few studies have explored commissioners' views on complementary 
therapies, a growing number have been conducted with doctors (Wharton and Lewith, 
1986; White et al 1997; Norheirn and Fonnebo, 1998; sikand and Laken, 1998; 
McLellan ef aL 2005; Cohen et al 2005; Frye et al 2006). Reviews of studies are also 
becoming increasingly common (Ernst et al 1995; Astin et aZ 1998; Botting and Cook, 
2000). These tended to find that doctors were sympathetic towards certain types of 
complementary therapies, predominantly the manipulation therapies and acupuncture, 
but other popular therapies such as reflexology and aromatherapy, were dismissed 
(Ernst et al, 1995; Astin et al, 1998; Botting & Cook, 2000). Doctors were concerned 
about lack of scientific evidenec, their own inadequate knowledge, large fees, 
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insufficient regulation and the possibility of harmful effects (Botting and Cook, 2000). 
But although doctors might evince some support for complementary therapies, albeit 
with reservations, this by no means indicates that they believe complementary therapies 
should be state funded. 
Many of the studies with physicians have attempted to explore the relationship between 
doctors' attitudes to complementary therapies and their subsequent reported referral 
behaviour. Despite this burgeoning literature base, findings are inconclusive 
(Hirschkorn and Bourgeault, 2005). This is largely, I believe, because the majority of 
studies have been cross sectional surveys, wlýiich do not give the scope to explore 
complex behaviours such as referral patterns and overlook the discrepancies between 
reported and observed behaviour. 
For instance, in some surveys, doctors report that an observed beneficial effect on 
patients or personal or family use encouraged more positive attitudes and 
corresponding referrals to complementary therapies (Wharton and Lewith, 1986; 
Norheirn and Fonnebo, 1998; McLellan et aL 2005). A recent study with over 600 
physicians from the Mayo chnic found that prospective randomised controlled trials 
and scientific evidence of the mechanism of action were more likely to persuade than 
personal experiences of family, friends or colleagues (Wahner-Roedler et al. 2006). An 
unusual study in Australia exploring referral patterns to chiropractors from private and 
state funded physicians found that private doctors were more likely to refer (Greene et 
al 2006). In summary, the latest comprehensive review reports a multitude of potential 
influences on doctors' attitudes and referral behaviour (see Table 1 below). 
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Table 1 Influences on physicians' attitudes and referrals to complementary 
therapies 
" Age 
" Availability of CAM 
providers 






" Expericrice (in years) 
" Familiarity with CAM 
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" Financs of patient 
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So, many factors may potentially contribute to doctors' views on complementary 
therapies and their referral behaviours. But doctors are not the only NHS professionals 
whose attitudes towards complementary therapies have been studied. 
A survey of 1000 nurses found that they were most likely to recommend multivitamins, 
massage, meditation, relaxation or counselling (Brolinson el aZ 2001), which starkly 
contrasts with the most popular complementary therapy interventions identified by 
doctors. Over 70% of nurses in one study (n=153) believed that complementary 
therapies should be integrated into clinical care (Tracy et aZ 2005; Kim et al 2006) and 
further education on complementary therapy use would facilitate this (Tracy et aL 2005; 
Laurenson et al. 2006). So there appears to be some discrepancy between the cautious 
acceptance of doctors of therapies such as osteopathy, chiropractic and acupuncture 
and the more enthusiastic response of nurses who would like to incorporate self-help 
approaches such as nutritional aids, meditation and relaxation. 
One survey explored the views of both doctors and nurses in primary care. Over 200 
questionnaires were returned, three quarters of which came from doctors. Only 6% 
were against any form of complementary therapy provision within the NHS, but of 
those who were in favour, 82% believed that these interventions should be provided by 
biomedical practitioners - ideally doctors (van Haselen et al 2004). 




2.5.4 Complementary therapy professional organisations 
Complementary therapy professional organisations, on the other hand, appear united in 
their belief that complementary therapies, and in particular their specific therapy, have a 
place in the NHS. Professional organisations such as the General Osteopathic Council 
(www. osteopathy. org. uk), the General Chiropractic Council (www. gcc-uk-. org), the 
Society of Homeopaths (www. homeopathy-soh. org), the Faculty of Homeopathy 
(www. trusthomeopathy. org), the British Acupuncture Council (www. acupuncture. org), 
the British Medical Acupuncture Society (www. medical-acupuncture. co. uk), the British 
Complementary Medicine Association (www. bcma. co. uk) and others have worked hard 
to promote the mainstreaming agenda, principally through persuading their members 
to self-regulate and stimulating the research agenda. But in spite of state funding being 
a goal of many professional complementary therapy organisations, individual 
practitioners may hold contrary views, with concerns about "poaching7 of 
complementary therapy interventions by biomedical professionals, loss of professional 
autonomy and fears that they will sacrifice their distinct identity as "alternative" 
practitioners for state sanctioned legitimacy (Cant and Sharma, 1999; Welsh et al 2004; 
Boon et al 2004b). 
2.5.5 Other influential individuals and organisations 
Despite (or perhaps because oo this ambivalentý highly charged context, the issue of 
mainstrearning complementary therapies has continually boomeranged back onto the 
political agenda over the past 15 years, principally due to the efforts of a couple of 
influential figures and organisations. 
One is Dr. Nfichael Dixon, chair of the NHS Alliance, which is the main representative 
body for commissioners, allied health professionals and dentists, as well as other NHS 
professional disciplines. This organisation has sponsored several conferences on 
mainstrearning and their website has an entire section dedicated to complementary 
medicine. (see www. nhsaBiance. org) Dr. Dixon has written extensively about the 
advantages of mainstreaming (Dixon, 2003), largely influenced by his experience as a 
GP worling in a practice which employs spiritual healers. 
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Another key figure is His Royal Highness the Prince of Wales. In 1996, the Prince set 
up the Foundation for Integrated Medicine, more recently known as the Prince of 
Wales's Foundation for Integrated Health, to work towards the incorporation of 
complementary therapies into the NHS (see www. fihealth. org. uk). To do this, the 
Foundation organiscs conferences, publishes guidelines and reports and gives awards 
to outstanding NHS complementary therapy services. For example, an initiative that 
had a major influence was the recommendations of four Working Groups to explore 
the areas of research and development, education and training, regulation and delivery 
mechanisms *(Foundation for Integrated Health, 1997). In their report, many of the 
ideas later proposed by the House of Lords and acted on by the government were first 
mooted. In 2000, the Foundation worked with the Department of Health, the NHS 
Alliance and the National Association of Primary Care to produce an information pack 
for NHS commissioners (Bonnet, 2000). More recently, with the change of Chief 
Executive, the focus of the Foundation has moved from solely concentrating on the 
incorporation of complementary and alternative therapies into the NHS to a broader 
rerrdt encompassing wellbeing and self-care. 
Despite biting criticism from some members of the medical community (Baum, 2005) 
and defamatory television expos6s, such as the March 2007 Despaicbes television 
programme (in which the Prince was accused of inappropriately using his influence to 
promote the "integration" agenda - see www. j2rinceofwales. Zav-. jA), the Prince 
continues to support complementary therapies in other ways. For instance, the Prince 
_commissioned 
the controversial Smallwood Enquiry. 
'Me Smallwood Enquiry was charged to explore the cost effectiveness of 
complementary therapies witl-An the NHS. Using four case studies, researchers focused 
on several outcomes, including health status, secondary care referrals and GP 
consultation and prescription rates (Smallwood, 2005). One site was unable to offer 
these data (Westtninster PC'I) while another (Geffe]IUKý demonstrated positive 
health benefits and a decrease in secondary care referrals but an increase in GP 
consultation and prescription rates (Robinson, 2005; Robinson et al 2006). A third site 
(Newcastle PCI) produced a report of poor methodological quality (Solomon, 2003). 
Only the fourth site, Glastonbury Health Centre, demonstrated improvements in 
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health status in addition to reductions in prescription, GP consultation and secondary 
care referral rates (Hills and Welford, 1998; Smallwood, 2005). Despite the 
inconclusiveness of the data from the four case sites, the Enquiry concluded the 
mainstreaming of complementary therapies might lead to NHS cost savings. 
Reaction to the report was mainly muted - with exceptions. Unsurprisingly, some 
complementary therapy professional associations, such as the General Chiropractic 
Council (www. gcc-uk-og) and the Society of Homeopaths (www. homeopathy-soh. org), 
welcomed the report, although many made no comment. Professor Edzard Ernst, who 
initially was a study participant but then very publicly withdrew (Henderson, 2005), 
announced that the methodology was fundamentally flawed (Ernst, 2006). The leader 
in the British Medical journal (BMJ) was more moderate (Ibompson and Feder, 2005), 
but the first rapid response on the BMJ website from Richard Horton, Editor of the 
Lancet, was explosive. 
Have doctors really become so deluded by the Prince, his wayward 
meanderings into the recesses of medievalism, and a credulous 
public that we are prepared to sacrifice all of the advances of 
scientific medicine on the grounds of compromise with quackery? It 
seems to be so for some of our medical leaders. One can only sigh 
in despair or turn away in disgust, The Prince's report is itself 
potentially life-threatening. Doctors should come out and say so 
instead of pandering to a Prince for reasons that are both 
inexplicable and mysterious (Horton, 2005a). 
Clearly, Horton is amongst that group of doctors who are not in favour of 
complementary therapies - in any form. More noteworthy, however, was that his 
colleagues did not "come out" as Horton urged. Instead, the majority of early 
subsequent responses suggested that many found Horton's views more unacceptable 
than those of Smallwood (see wwwbmj. com rapid responses to Smallwood report 
2005; 331(7520)). 
Nonetheless, some doctors are in sympathy with Horton. In the past two years, 
members of the Association of Public Health and a few doctors, mainly from 
pharmacological backgrounds, have founded a group called "Sense about science" (see 
www. senseaboutsdence. org. uk), which strikes out annually at NHS complementary 
therapy provision, particularly homeopathy. On May 23,2006, the same day as the 
Prince of Wales was due to give an address on complementary therapies to the World 
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Health Organisation, they published an open letter in a major national newspaper 
calling for the closure of NHS homeopathy services citing lack of evidence (Baum el al. 
2006). Exactly one year later, the attacks were repeated in the national press (Born, 
2007). In addition, selected Chief Executives and Directors of Public Health were sent 
an electronic copy of a PCT Board paper that could be used as a template to 
decommission services from the Homeopathic Hospitals (Crayford, 2007). Evidently, 
lobbyists from both sides feel passionately about the issue of the mainstrearning of 
complementary therapies. 
2.6 Summary of key points 
This chapter began with definitions of key terms and then gave an overview of 
complementary therapies, including prevalence of use, user characteristics, points of 
access and models of "integration". It then continued to summarise historical 
developments and went on to discuss drivers that push the mainstreaming of 
complementary therapies on to the political Agenda. Key points are: 
About 10% of the English and Welsh population visit a complementary therapist 
annually; potentially that figure has remained stable since the late 1990's. However, 
tremendous growth in the commercialisation of complementary therapies, 
particularly over the counter products, and increased exposure through the media 
may contribute to the perception that complementary therapy usage is increasing. 
0 Many service models of ways to access complementary therapy treatments and 
techniques in the NHS exist including- 
o fully mainstrearned serviceswith roffing contracts funded by PCTs 
o biomedical practitioners offering complementary therapy techniques during 
usual consultations 
0 PCT funding of professional therapists 
0 state funding (non-NHS) of professional therapists 
0 mixed models that obtain funding from any combination of PCT and 
practice budgets as wen as charitable trusts and patient donations 
0 therapists who rent rooms in NHS premises but receive private funding 
o therapists who offer free treatments on NHS premises 
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0 Biomedicine began gaining ground in Western countries over other healthcare 
alternatives, roughly a half century before the advent of "scientific" medicine, 
mainly due to political, societal and organisational movements. Scientific advances 
have since solidified that early gain, although they may now be tailing off. 
Although no group is homogenous in its views, generally speaking proponents of 
mainstreaming include: the public, professional complementary therapy bodies and 
key individuals and organisations such as the Prince of Wales's Foundation for 
Integrated Health, the NHS Alliance and the Prince of Wales himself. Groups that 
are more ambivalent include: NHS policy makers, commissioners and clinicians. 
Some lobbyists, such as Sense about Science, are clearly hostile. 
e The government has issued a series of directives promoting both evidence based 
decision-making and patient choice, which often, in the case of complementary 
therapies, conflict. This leaves NHS cortuiýissioners, charged with the execution of 
these policies, in a stalemate. 
Ostensibly, a potential lever to break that deadlock could be the demonstration by 
NHS complementary therapy services of an impact on NHS costs by reducing rates 
of prescripdons, GP constAtations and secondary care referrals. The recently 
pubhshed Smallwood Report took that tack, concluding that such reductions were 
possible, although the data to support this were lirr&ed. 
2.7 Conclusion 
This chapter has covered definitions of terms, provided an overview of complementary 
therapy usage and state-funded points of access, &cussed the historical and current 
context of complementary therapy provision and outlined the thesis structure. The 
following chapter presents the methods used to address the study questions. 
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CHAPTER 3 Methods 
3.1 Introduction 
The aim of this chapter is to discuss the methodological approaches used in this study 
of the mainstrearning of complementary therapies into the NHS. This chapter begins 
with a discussion of epistemological and ontological positioning to p'rovide context for 
the approach adopted. It continues with details on the methodology and sources of 
data and concludes with some reflections on the research process. 
3.2 Qualitative methods: knowledge and reality 
Qualitative methods are useful for exploring unknown territory and little research has 
been conducted into the complexities of mainstrearning complementary therapies. 
Qualitative approaches have long been used in the social sciences and are gaining 
prominence in health services research (Pope and Mays, 2000b). They are ideal for 
looking at interactions between individuals within healthcare settings (Fulop el al. 
2001) and offer the potential to "document the world from the point of view of the 
people studied in their natural rather than experimental settings" (Hammersley and 
Atkinson, 1995). In qualitative research, the ways in which "people interpret and 
construct their world and give meaning to events and interactions are studied through 
their words and their behaviour" (Patton, 2002). 
In placing qualitative studies into context, researchers need to clearly state their 
perspectives on epistemology (knowledge) and ontology (reality) (Mason, 1996). To 
that end, I believe that kn6wledge is gathered through observing interactions and 
discussing interpretations and meanings. Moreover, "the personal value is that in 
hearing the narratives of others we examine and re-interpFet our own" (Mason, 1996). 
Furthermore, knowledge can also be gained experientially through using ourselves 
within the research process, by reflecting on emotions, thoughts and physical body 
reactions (Etherington, 2004). Other vehicles for knowledge acquisition in this study 
included: 
" Ustening to, reading about and observing the experiences of others 
" My own personal lived experience 
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" Documentary records 
" Impressions gained from sensory organs, emotional responses and thoughts 
My views on ontology are less consistent, not least because in carrying out tl-ýs work, I 
have moved between two roles - those of researcher and therapist. As a researcher, I 
behave as if reality is knowable and a composite picture of that reality can be 
constructed through the careful piecing together of information from a kaleidoscope of 
sources. Although in parallel, and somewhat in tension with this perspective, in my 
rhetoric, I maintain there are multiple, valid world views and no one "right" version of 
reality. As a health service researcher, my role is to gather, analyse and elucidate 
multiple perspectives so that a whole comes out of the parts with the goal of (ideally) 
informing policy and practice. So in this guise, I treat knowledge and reality as 
contextual but able to be artictilatecL Furthermore, as a researcher, time is linear with a 
distinct past, present and a future that runs serially. 
But as a therapist, my perspective on knowledge and reality is very different. Through 
working with energy, I have come to question my researcher perspective, especially 
'dine' as we currently understand it. I have had countless experiences where I have 
'known' something about my clients' past, without them telling me, by sensing it 
energetically. In my practice, I also go forward into the future to access information for 
treatment sessions that have yet to take place. In addition, I can identify current 
disturbances and imbalances that clients may not consciously know exist, but later find 
confirmed. As an energy therapist, the process of obtaining knowledge is not packaged 
and transferred through verbal or written means, but it is sensed, intuited and 
sometimes cannot be translated or expressed, because it is an impression. Rather 
bewilderingly, time runs concurrently, overlapping the past, present and future. 
In managing the tension between these two roles, I do not adopt a middle ground. 
Rather, it requires switching between two completely different mindsets, based on the 
context in which I find myself. Because of those contradictions, I embody the belief 
that not only are research participants subject to multiple and divided selves, so are 
researchers (Blumenthal, 1999; Sandclowski, 2002). Throughout the course of this 
thesis, I have grappled with resolving this and have come to two conclusions. One is 
that my dilemma is reflected in the bigger question of how energetic and biomedical 
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worldviews could co-exist organisationally in the wider context of healing, without one 
co-opting or neutralising the other. The second is the importance of acknowledging 
both the strengths and weaknesses of having two simultaneously running belief 
systems. It might be that my intelligence (and integrity) is being sorely tried, as F. Scott 
Fitzgerald remarked: 
The test of intelligence is the ability to hold two opposed ideas in 
the mind at the same time and still retain the ability to function 
(Fitzgerald, 1945). 
Because of that inherent duality, perhaps unsurprisingly, I was drawn to case study 
methodology with its attributes of pursuing an enquiry through multiple methods, 
sources and perspectives. 
3.3 Case study methodology 
To recap, the research question is: how does the complementary therapy community 
have to adapt to be mainstreamed within primary care? This thesis does not address the 
"should" question, specifically "should complementary therapies be mainstreamed? ", as 
that was beyond the scope of this study. Instead, it addresses the "colald" question: "In 
its current incarnation, could complementary therapy provision become mainstrearned 
in the NHS? " 
To answer the research question, I considered and discarded several methodological 
traditions, but eventually a case study approach was chosen. As an applied health 
services researcher, a case study approach appeared most appropriate. According to 
Yin, case studies are indicated when: 
Investigating a contemporary phenomenon within its real-life 
context when the boundaries between phenomenon and context are 
not clearly evident and in which multiple sources of evidence are 
used (Yin, 2002). 
Case studies are usually qualitative, although there is scope for use of some quantitative 
techniques. Data are collected from multiple sources, in this case documents, 
observations and interviews. Furthermore, case studies are indicated within complex, 
dynamic contexts in which it is "difficult to isolate variables or there are strong 
interactions between variables" (Yin, 2002). 
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A criticism of qualitative case study methodologies is the lack of generalisability or 
transferability (Firestone, 1993). Quantitative research is based on generalising from a 
sample to the parent population with a set of rigorous, largely accepted techniques. A 
difficulty arises when the same criteria are applied to qualitative research, with the 
expectation that qualitative results should be extrapolated to a broader population. This 
is usually inappropriate and can lead to conclusions being drawn from qualitative 
studies that over-reach their findings. Quantitative social surveys tell a small amount 
about many cases; qualitative case studies provide a wealth of information about a few 
(Ragin and 3ecker, 1992). The strength of qualitative research is the understanding that 
in-depth work studies provide. Moreover, qualitative studies can generate hypotheses 
to be tested on wider samples using other methods (Yin, 2002). in addition, the utility 
of case studies, whether single or multiple, is in transferring findings from a case to a 
theory and then applying the theory to other cases (theoretical replication) (Yin, 2002). 
In generating "thick description" (Fetterman, 1989) by portraying settings, events, 
interactions and people, vividly and in detail, case study researchers can enable their 
readers to transfer the learning from these cases to "cases" known to them. This 
implies work and willingness from readers, but the transferability from this type of 
study is no less valid. Rather than being researcher led, it is reader generated. 
3.4 Sampling frame for case sites 
Qualitative inquiry typically relies on purposeful sampling techniques, as "information 
rich" cases are chosen to yield insights and in-depth understandings (Ritchie and Lewis, 
2003). 'Mus, selection of settings and participants as cases necessitates care. The 
mapping study I was involved in during 2003 (Wilkinson et al 2004a) led to the 
construction of a typology of complementary therapy services (see 2.3.4). Several 
additional criteria were then applied to identify specific sites for inclusion in the study. 
Initially, the first criterion was that the services were delivered by professional 
therapists in primary care settings rather than by biomedically trained practitioners. 
TIds was modified, however, on meeting doctors who operated almost entirely within a 
complementary therapies framework and labelled themselves as "healers". 'Iberefore 
this criterion became - practitioners who worked primarily within complementary 
therapy paradigms of healing. 
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The second criterion for case selection was the funding source of the complementary 
therapy service. Complementary therapists who rented rooms within GP surgeries and 
charged patients full rates were excluded, as they offered private provision on state 
premises rather than state provision on state premises. My reasoning behind this 
decision was that a linear continuum existed from this type of service to those 
obtaining fWl PCT funding. In selecting cases, not only did I want to choose sites 
where different mechanisms of funding operated (e. g. NHS versus non-NHS) but I 
also wanted to recruit a site where services appeared to be valued by NHS 
professionals, as I assumed that a service that was more highly esteemed might be more 
mainstrearned. 
The third criterion for case selection was that the service offered therapies that were 
routinely denied mainstream funding. For this reason, services offering counselling or 
psychotherapy alone were not included, as around 60% of general practices offer such 
provision (Hodson and White, 2005). 
Less tangible criteria also played a part in the construction of the sampling frame. Stake 
argues that case sites should be selected where the people, groups or organisations 
offer the greatest potential to learn (Stake, 2000). Hence, those sites offering extensive 
access to a wide range of situations, activities and people are good candidates. Good 
prior relationships between the researcher and participants are essential, because people 
generally do not Eke being observed and a multitude of gatekeepers are indicated. 
Gatekeepers included: GPs to the surgeries, co-ordinators to the therapists, therapists 
to the patients and commissioning managers to the PCT. 'Me importance of prior 
relationships was borne out, as I invited two potential sites where I was not known to 
take part. Both declined. 
3.4.1 Case sites selected 
Full descriptions of t he case sites are given in chapter 5. But briefly, the first case site 
was selected as it met each of the above criteria and all gatekeepers agreed to take part 
in the study. This complementary therapy service was located in an inner city area in 
southern England and served two GP surgeries. It was funded by regeneration money 
granted by the Office of the Deputy Prime Minister for neatly five years. As a 
community project, its ethos emphasised outreach to marginalised, disadvantaged 
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groups such as refugees, the elderly and drug and alcohol users, of which there were 
many in the local population. The service originally offered around ten therapies, 
provided by professional therapists for any condition accessed through referral from a 
NHS professional or through self-referral. However, after fieldwork had finished, it 
received PCT funding for a radically redesigned service, offering three therapies for 
musculoskeletal conditions contingent on NHS referral. Fieldwork began in July 2004 
and continued until June 2006, although the majority was completed by September 
2005. A key finding was although the service was heralded as an exemplar of 
"integration", in practice it led i parallel, marginalised existence. This finding 
ififluenced the selection of the next case site. 
The next site was chosen to contrast with the first, as it appeared more closely 
mainstreamed with features such as continual NHS (PCT or Health Authority) funding, 
rolling contracts and excellent inter-professional relationships between therapists and 
NHS clinicians. In adhering to Yin's principle of theoretical replication (Yin, 2002), as 
fieldwork finished at the first site, a series of hypotheses were drawn up to assess 
against the second. Since the primary purpose of the second site was to test these out, 
data collection was not as extensive. 
Based in an inner city area in northern England and serving a citywide population, the 
complementary therapy service at the second site-had been operational for eight years 
when fieldwork began. Three therapies were offered for women with hormonal 
conditions and delivered by three practitioners -a doctor, a nurse and a professional 
therapist - all of whom worked within the complementary therapy paraigm. The 
complementary therapy service was part of a wider women's health service based in a 
community clinic. Self-referrals and referrals from any NHS professional were 
permitted to the women's health service, but only one of three specialist doctors based 
in the women's health clinic could then refer onto the complementary therapy service. 
Shortly after fieldwork began, the aromatherapy and reflexo1ogy service was stopped as 
the therapist retired. A few months later, unexpectedly, the homeopathy service was 
also cut. Fieldwork was conducted firom January to June 2006. 
Ethics approval was received from the London Multi-centre Ethics Cominittee in the 
summer of 2004. Research governance approval was obtained from local PCTs. 
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3.6 Data sources 
Although this study is primarily qualitative, I have also used some quantitative 
techniques. Greene's framework of reasons for using mixed methods identifies several 
attributes that apply to this study including: 
9 Complementarity - to elaborate, enhance or clarify the results from one 
method with the results from another 
* Development - to use the results from one method to help develop or 
inform the other method 
e Initiation - to explore paradox and contradiction 
Expansion - to extend the breadth and range of inquiry by using different 
methods for different inquiry components (Greene et al. 1999). 
By exploring data from multiple sources, I aim to "increase the researcher's confidence 
so that findings may be better imparted to the audience and to lessen recourse to the 
assertion of privileged insight" (Fielding and Fielding, 1986). Patton notes that using 
multiple sources allows for the comparison of- 
" What is observed with what is said 
" What is said in the public andprivate sphere 
" Consistencyfor what is said over time 
" Perspectives ofpeoplefrom different views 
" What is said and what is written (Patton, 2002) 
He also warns that this approach does not lead to a single, consistent picture, but rather 
different types of data portray different aspects (Patton, 2002). 1 find of chief 
fascination is the potential discord between what we say we believe and how we 
behave. This goes beyond the ideas of public and private self, as our discrepancies 
often remain unknown and unsuspected by ourselves. To capture and explore those 
potential dichotomies, more than one data source was required. 
In sunu-nary, I have collected data principally from interviews, observations of 
complementary therapy consultations and documentation to elaborate, inform and 
extend the results from one source to another and explore contradictions. Details on 
the way in which the three data sources were compared and combined are discussed in 
section 3.5.5.1 will continue by presenting each source in turn. 
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3.5.1 Interviews 
Interviews with participants from case sites and those in the broader field of 
complementary therapies were chosen as a source of data, as through gathering 
people's knowledge, views and interpretations, their social realities can be explored. 
TI-ds can be achieved through talking and listening to those engaged in the topic under 
study (Mason, 1996). 
3.5.1.1 Key informant interviews 
The first stage of the study involved undertaking interviews with key informants. Key 
informants introduce the researcher to the topic through formal and informal 
interviews (Gilchrist, 1992) and may better define the area under study (rremblay, 
1991). In the summer of 2004,1 interviewed four therapists with this purpose. Two 
were chosen because they were willing to repeat their experience of working in a 
complementary therapy service in NHS premises. I also interviewed a "failure" 
(Becker, 1998); a therapist who had worked in the NHS and would refuse to do so 
again. In all three instances, the informants were from services excluded from the 
sampling frame, as none of the services were still operational. A fourth key informant 
was chosen because he was strongly opposed to the mainstrcarning of complementary 
therapies into the NHS. 
Prior to these interviews, I thought that the topic of this thesis would be the 
differences between complementary therapy service delivery in state and private 
settings. Afterwards, I realised that to understand variations in clinical practice, 
organisational aspects would need to be investigated as well. 
3.5.1.2 Case site interview sample selection 
Defining case site boundaries is an on-going challenge, as they may alter when new 
individuals, interactions of situations are uncovered (Ragin and Becker, 1992). Taking 
this into account, the boundaries for the cases in this study included: 
0 Those who established the complementary therapy service 
* Past and current funders 
0 Past and current co-ordinators 
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" Past and current therapists 
" Past and current users who had experienced both NHS and private treatments 
delivered by therapists working within the service 
" Past or current evaluators of the service 
" Past and current professionals from referring organisations (e. g. doctors, 
nurses, practice managers, receptionists) 
Past or current commissioning managers who work for the PCT where the 
service would be funded (if it were NHS fiinded) 
Within the case sites, the aim of the sampling strategy was to incorporate a range of 
views from these categories of participants. Selection processes required more 
deliberation at the first site, as the service, both in terms of patient throughput and 
potential referrers, was much larger than at the second site. In the fmt site, a sub- 
sample of individuals within the above categories was selected, whereas at the second 
site, 0 referring doctors from the women's health clinic, practising therapists and 
eligible patients took part. Where selection was necessary, purposeful sampling 
techniques were used to identify potential candidates, in particular maxitnurn variation 
and snowballing (Patton, 2002). Opportunistic sampling also occurred at site one with 
non-refening NHS clinicians, who were diffictdt to access. A key sampling criterion 
was professional or stakeholder background (doctor, nurse, NFIS administrator, service 
co-ordinator, therapist, PCT manager or patient). Further criteria were: 
Referral frequency 
Clinicians only - ranging from lowest to highest referrers 
Candidates identified from referral databases 
Current or past role in developing, maintaining or delivering the service 
Doctors, co-ordinators, administrators, PCT managers, therapists 
Candidates identified from letters, referral databases, meeting minutes and 
snowball sampling 
Willingness to be observed in complementary therapy consultations (see 3.5.2) 
Therapists and patients 
Candidates volunteered or identified by service co-ordinator (therapists) or 
identified by therapists (patients) 
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Managerial positions in PCT with current or past responsibility for complementary 
therapy service or decision-making influence 
Range of positions including senior executives, pharmacists and public 
health professionals 
Range of views from those known to be "positive" and "sceptical" 
Candidates identified through meeting minutes and snowball sampling 
Experience of treatment in both NHS and private settings by therapists observed 
(see 3.5.2) 
Patients only 
Identified by therapists 
Initial contact with potential participants was made in various ways. At the first site, I 
used e-mail to contact doctors, nurses, practice managers, therapists and PCT 
managers. At the second, an informal verbal approach was made to a therapist, who 
then notified me that a formal letter of invitation to the head of the service would be 
welcome. Once the service head approved the study, I then contacted potential 
participants by telephone, often with extensive help from local administrators. Patients 
were contacted by the therapists who were observed as part of the study. The 
therapists asked for permission to release clients' contact details; I then sent clients a 
letter of invitation. These were followed up by telephone calls seeking consent. All e- 
mail and letter communications included information sheets about the study (Appendix 
A). 
I had considerable difficulties identifying willing interview participants at the first case 
site. For example, one of the practice managers, who I was told was "enthusiastic" 
about the complementary therapy service, declined. Doctors and nurses, especially 
those who were low refcrrers or had not used the service, were unlikely to respond. To 
overcome this, I identified mutual acquaintances who made introductions and sat in 
waiting rooms to opportunistically introduce myself to possible candidates. I also 
obtained two interview transcripts from a colleague conducting a related study, with 
prior permission from the two nurses involved. Conversely, I had no trouble recruiting 
PCT managers, therapists or patients. At the second site, everyone approached for an 
interview agreed. 
The following diagrammes detail interview participants at both case sites. 
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Figure 3 Case site two interview participants 
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In total, 23 interviews were conducted with 22 participants at the first site and 11 
interviews were conducted at the second, making a total of 34 interviews with 33 
participants. One of the observed therapists was interviewed formally twice; the second 
time was to receive feedback on preliminary interpretations and discuss aspects of the 
observations of consultations more fully. A second formal interview was not necessary 
with the second observed therapist, as our regular contact ensured that further enquires 
and preliminary interpretations could be discussed informally. 
Qualitative researchers suggest that interviewing stop once saturation occurs and no 
new perspectives are revealed (Nlorsý et at. 2002). Personally, I believe every individual 
has something unique (and usually interesting) to contribute, thus saturation can be 
unhelpful in defining an endpoint to data collection. Fieldwork stopped in both sites 
for methodological and practical reasons - firstly, because I had some understanding 
from a variety of perspectives (although fresh views were undoubtedly still available) 
and secondly, to meet self-imposed deadlines. 
3.5.1.3 Conducting the interviews 
For tl-ýs study, serni-structured interviews were conducted, using a topic guide to steer 
the conversation between researcher and participant. Before each interview, I reviewed 
past versions of the topic guide and occasionally reviewed transcripts or documents 
before making further modifications to the topics covered. In this way, data collection 
was iterative, reflecting recent interviews, impressions, literature, observations and 
thoughts. Early topic guides focused on the potential of the service 
- 
to induce 
trans fon-national change in the NHS C'Miat changes would the NHS have to make to 
incorporate complementary medicine? 'ý. But as fieldwork continued, this qi1estion was 
eliminated as the concept was too far removed from the experiences of participants in 
which services are initiated and cut with relative regularity without much impact on 
NHS professionals. 
Topics regularly included were: 
Personal and professional experiences of complementary therapies and 
complementary therapy services (all groups) 
Legitimacy of complementary therapies within the NHS (all groups) 
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Barriers and levers to incorporation of complementary therapies withLin the Nf IS 
(key informants, NHS professionals and staff, therapists and co-ordinators) 
Role of evidence and evaluations in decision-making (PCT managers and clinicians) 
Differences between NHS and privately funded treatments (therapists and 
patients). 
Observed therapists were interviewed informally, both before and after observation of 
consultations, and any data coHected were added to field notes. See Appendix B for 
formal topic guides. 
Formal interviews lasted between 10 and 75 minutes. Of the 34 interviews, 19 were 
face to face and fifteen were by telephone. Face to face interviews of NHS 
professionals and therapists permitted observation of the setting and more clearly 
situated the research participant. But telephone interviews were favoured in some 
instances, for the practical reason of saving time, either that of the research participants 
or of my own. In some cases, the anonymity of telephone interviews appeared to 
appeal to participants, particularly PCT managers. Telephone interviews also gave the 
advantage of unobtrusive checking of the recording equipment. 
I attempted to record all interviews, initially with a tape recorder and then with a mini 
disc player. One of the 34 interviews did not record at all and two others had poor 
recording quality, one throughout the interview and the other for the last haE For 
interviews with missing recordings, I noted what I could remember of the interview, as 
soon after the interview as possible, and sent it to the interview participant for 
confirmation. I transcribed 22 interviews, 11 were transcribed externally and the notes 
from the unrecorded interviews were word-processed. For further inforn-iation on 
those interviewed, reasons for selection and interview details, see Appendix C. 
3.5.1.4 Interview analysis 
For the analysis of interview data, descriptive content analysis, otherwise known -as 
'thematic analysis', was chosen (Sandelowski, 2000; Caelli et al 2003; Hsieh and 
Shannon, 2005). As an applied health services researcher this approach seemed 
appropriate, although it may evoke criticisms of 'generic' qualitative research. However, 
many studies that purport to be theoretically driven by grounded theory, 
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phenomenology, ethnography, feminist or narrative traditions actually use some form 
of content analysis (Sandelowski and Barroso, 2003). 
'Me analytical process began while transcribing or checking transcripts for errors, as 
initial notes and impressions were recorded in the text. Using Atlas-d qualitative data 
software, key sentences and phrases were then highlighted and given a code. Some 
codes emerged from previous literature (anticipated); others were generated from the 
data (emergent). Some quotations fell into more than one coding category. 
Sporadically, notes, theoredcal ideas and memos were assigned to specific quotations. 
Related codes were cross-referenced to each other and initial themes developed. 
Intermittently, when a new quotation was added to a code, previous quotations within 
that coding category were re-read to ensure that the new quotation was appropriately 
assigned. 
Transcripts were coded in batches according to stakeholder group and site (e. g. 
therapists at site one, PCT managers at site one etc. ). All transcripts were then re-coded 
once fieldwork ended to ensure that more recently developed codes were 
comprehensively applied, if appropriate, to earlier data. In this second coding stage, 
paragraphs or larger chunks of texts were included, as the first coding stage had tended 
to strip the data of context. In total, over 80 codes were generated. 
Although the transcripts were coded twice and read three to four times each, the 
analysis still felt superficial. Output generated for codes resulted in disparate chunks of 
text, that did not provide a sense of individual interviews as a whole, nor an 
understanding of the data overall. Vast volumes of data had been reduced to a series of 
abbreviated, isolated quotes. An intermediary stage was required. 
After consulting Getting Me most from your data (Riley, 2000), each transcript was 
surnmarised into a document noting key points and quotations organised under code 
headings. The summaries were printed out and read. Chunks of text were grouped into 
categories and broader themes. In this way, key themes were identified across the 
interviews, which facilitated thinking about the data in more abstract, analytical ways. 
Re-reading of Atlas-ti theoretia notes and memos also contributed to this reflective 
process. For a breakdown of codes, categories and themes, please see Appendix K 
Using an iterative approach, the interview summaries and Adas-d coded quotations 
were reviewed and themes further refined. In particular, I sought "surprises" and 
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disconfirmatory data (Riley, 2000). To obtain pictorial representation of the data, I 
drew mind maps, diagrammes and flowcharts. Data from observations and 
documentary sources within this study also influenced interpretations (see 3.5.4). As a 
final stage, I returned to the raw data and re-read the summaries to ensure that key 
concepts had not been overlooked, before writing up the findings. 
3.5.1.5 Interview audit trail 
'Me previous two sections may give the impression that this study proceeded smoothly 
from start to finish. In reporting qualitative studies, researchers often dress them up 
"neatly" in a way that does not accurately reflect the research process (Punch, 1986; 
Becker, 1998). Serendipitous occurrences are given a retrospective determination they 
did not possess, the process is presented as a sean-Aess, well ordered flow and the 
intrinsic messiness of qualitative research is glossed over. Undoubtedly, this camouflage 
is a defensive mechanism on the part of qualitative researchers, who have long had to 
argue the rigour and value of their methods. Yet many qualitative methodologists 
suggest that a hallmark of good qualitative research is transparency (Lincoln and Guba, 
1985; Morse et al 2002). Furthermore, as qualitative data collection and analysis is an 
iterative process in which one feeds into the other, details on dates of interviews, 
transcription methods and initial transcript codings may be important in laying down 
an audit trail for prospective readers (Morse et al 2002; Yin, 2002). Tberefore to aid 
transparency in this study, I have provided details of the research process in Appendix 
C. 
3.5.2 Observations 
Having detailed the interview process, the next section condnues with the observations 
of complementary therapy consiAtations. 
Observations have been characterised as "the fundamental base of all research 
methods" in the social and behavioural sciences (Angrosino and Mays de Perez, 2000). 
Qualitative observational methods differ from experimental science observations, 2s 
they involve the systematic, detailed observation of behaviour and talk, in natural 
settings (Pope and Mays, 2000a). Observations indicate a belief that knowledge of the 
social world can be generated by observing, participating in or experiencing "real life" 
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settings and that the way people interact and behave is central to understanding their 
reality (Mason, 1996). Furthermore, ethnographic techniques are particularly useful in 
complementary medicine research as little is known about everyday practices and the 
method and topic mirror each other - both are holistic, exploring many levels 
concurrently (Potrata, 2005). 
For many, observations automatically imply ethnography, long used by anthropologists 
and more recently sociologists. However, a distinction needs to be made between 
observations in ethnography in which the researcher "lives" amongst the group for 
months or even years, fuRy immersing him or herself in the social world under study, 
and observations of discrete, purposely chosen interactions as one of many data 
sources (Pope and Mays, 2000a). The latter approach was adopted for this study. 
Observations of three types of interactions took place: 1) meetings at case site one, 2) 
behaviour of my medical coHeagues at Bristol University and 3) complementary therapy 
consultations. 
3.5. Z 1 Observations of meetings and medical colleagues 
From November 2003 until June 2007,1 attended regular meetings of a research group 
at case site one. Ile focus of these meetings was on developing an evaluation, however 
updates on the service- were regularly given. Although I was an active participant in 
discussions, my role was limited to offering advice about research design and 
implementation. I also attended a 'Crisis' meeting for case site I in January 2005.1 
made field notes of some of these meetings. I also kept documentation such as meeting 
minutes and consulted them when writing up the sections of the thesis on case site 
description and history of development (see 5.2). 
I also opportunistically observed an incident when two medical colleagues discussed a 
complementary therapy intervention in my presence and displayed many of the same 
behaviours described in interviews and the literature. I took notes and discussed my 
interpretations with the colleagues involved. They gave their permission for me to 
indude, these data (see 4.6.3). 
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3.5.2.2 Observations of consultations 
The aim of observing complementary therapy consultations in the two case sites was to 
uncover potential differences in the consultation process in NHS and private settings, 
including variations possibly not known to the therapist or patients. 
Recruiting therapists to be observed was challenging. To be considered, a potential 
candidate had to maintain both private and NHS practices and be willing to be 
observed. The type of therapy practised was largely immaterial, as the setting was of 
principal interest. As case site selection was primarily driven by the degree of 
mainstrearning of the service and because few complementary therapy services operate 
on NHS premises, observing practitioners of the same therapy across sites was not 
possible. 
To recruit therapists at the first site, I used the service co-ordinator as gatekeeper. After 
asking their permission, the co-ordinator provided me with contact details of nine 
service therapists whom she thought would be most interested. I e-mailed a 
personalised invitation and an information sheet and followed this up with a telephone 
call to discuss the study. 
Several therapists did not want to participate for a variety of reasons such as: having 
insufficient numbers of private clients, their private practice was located some distance 
away, directors of private clinics were unlikely to consent, they had plans to leave the 
NHS service or were getting divorced. Two therapists were interested, both of whom 
agreed to observations after initial interviews. Subsequently only one, an acupuncturist, 
followed through. The therapist who did not was contacted on three occasions, but 
failed to organise any observations of consultations. 
The therapist who participated in the observations was an acupuncturist whom I had 
met several times previously. In her late 40's, she had shoulder length hair and usually 
wore a black skirt, black nearly knee high boots and a brown or green shirt. She worked 
half a day on NHS premises, half a day each at two private clinics and a day at home. A 
member of the British Council for Acupuncture, she had been practising for over 20 
years and had worked at the NHS complementary service at the first site since its 
launch. Nonetheless, she was rarely observed and had some reservations. 
At the second site, the recruitment process was much easier as my first contact with the 
service was with the therapist who agreed to be observed. As we were previously 
69 
acquainted, I broached the possibility of her participation during an informal 
conversation. Subsequently, I sent her an information sheet and then telephoned her to 
fully explain the study. I did not ask the only other therapist currently practising at this 
site, a medical homeopath, if I could observe her consultations as I was principally 
interested in the ways in which professional complementary therapists might alter their 
clinical practice. I assumed, erroneously as it happened, that being a doctor, the medical 
homeopath would have less difficulty moderating her practice to the exigencies of the 
NHS- 
The second observed therapist was in her rnid-40's and usually wore light coloured 
trousers with dark shirts or jumpers. As a homeopath she qualified in the early 1990's, 
established her private practice and, within a few years, joined the NHS complementary 
therapy service when it was launched. Accustomed to observation by student and 
qualified doctors, she was perfectly comfortable with being observed. She was a 
member of the Society of Homeopaths and spent half a day in private practice and half 
a day in the NHS per week. 
Because observation of complementary therapy consultations by a researcher is 
virtually unknown and, once qualified, even observation by fellow therapists is rare, I 
knew it would be difficult to find even one therapist in each case site willing to 
participate. I was aware that observing two therapists in total, and both from different 
disciplines, would severely limit the transferability of findings, whether researcher led 
or reader generated (see 3.1), but as so few observational studies of complementary 
therapy have previously been conducted, these data make a valuable initial 
contribution. 
Defining the boundaries of 'private' and 'state funded' treatments was more 
problematic than expected. Prior to beginning fieldwork, I had assumed that treatments 
delivered in the NHS were state funded and those at a private clinic or the therapist's 
home were privately financed. As the study progressed, however, I observed a patient 
treated in the therapist's home but paid for by the state. After comparing this 
anomalous consultation with both private and NHS funded consultations, I classified it 
as private because the only difference between this consultation and a usual private 
consultation was that the patient paid a C5 contribution fee instead of C35. 
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In total at the first site, I observed 14 acupuncture sessions delivered by the same 
therapist in three different settings: the NHS (9), a private clinic (2) and her home (3). 
Although 14 consultations were observed, only ten different patient in total formed 
part of this study and they fell into three groups: 
" Five were treated only in the NHS setting (one patient observed twice) 
" Two were seen exclusively in a private setting 
" Three were observed in both NFIS and private settings (giving a total of six 
observations for this group) 
Although possible candidates for the NHS or private only categories were numerous, 
only three acupuncture clients were receiving both NHS and private treatment 
concurrently at the time of fieldwork. All of those were observed. 
At the second site, I observed 10 homeopathy sessions delivered by the same therapist 
in two settings- the NHS (7) and a private clinic (3). Of the seven consultations in the 
NHS, two were by telephone. As'I only heard the homeopath speak and so obtained 
little data on the interaction, the telephone consultations were not included in the 
analysis. Clients were either NHS patients or privately funded. I did not observe any 
patients who had treatments in both settings because none of the clients on the current 
Est of the homeopath met this criterion during fieldwork. 
In both case sites, the therapists identified which. patients would be observed. For the 
homeopath, thisdecision was pragmatic, based on who was booked for the clinics on 
the days I was available. She asked all clients scheduled for an appointment on the 
observation days and all agreed. I observed five consecutive consultations irr one NHS 
session, and then the next day I observed three consultations at a private clinic. For the 
acupuncturist, the decision about which patients to observe was based initially on her 
interpretation of my research needs. So, the first four observations were of two women 
currently treated both in the NHS and privately. Although these long-term clients were 
selected because they met the research criteria of having both NHS and private 
treatments, their strong relationship with the acupuncturist may have meant that these 
were a particular type of consultation. So, the therapist and I agreed that I should then 
observe two initial NHS patient consultations. We then decided that I should observe a 
'typical' full NHS clinic and so I observed four NHS patients on one morning. 
Following this, we turned to private patients. At the therapist's home, I saw three 
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private treatments (one paid for by the NI-IS) on two different days. The final 
observation was in the NHS setting and was a patient who had already been observed 
privately. 
The therapists sought process consent from patients for the observations. At the first 
site, the therapist first telephoned the patients prior to their consultation to ask 
permission to release their contact details to me. I then sent information sheets and 
consent forms and followed this up with telephone calls. On the day of the 
consultation, the therapist reminded the clients of my presence when she greeted them. 
Once introduced, I asked for the signed consent form. 
The consent process was less formal at the second site. The therapist greeted the client 
in the waiting room while I sat in the consultation room. She introduced the study and 
sought verbal permission for me to observe their consultation. If the client agreed (and 
all did), she then took them to the consulting room where I was introduced. After the 
consultation, I carried out the formal written consent process. Although I was less 
comfortable with gaining written consent after the consultation, the therapist argued 
that this approach took less time =4 the consent process was already significantly 
more stringent than for observations by students or doctors. 
To record the settings, I drew diagrams and took digital pictures of all settings where 
treatments were observed. To capture the consultations, I recorded the dialogue 
between the therapist and patient using a mini-disc player. During some treatments, I 
moved around the room as this provided alternative perspectives. In addition to 
recording dialogue, I also took notes during the consultation detailing the behaviour of 
the therapist and patient, my reactions, thoughts and changes in my body. I recorded 
the time of every action, thought and response observed and experienced. After every 
observed consultation, informal interviews took place with therapists and the 
corresponding data added to my notes. 
Although the data collection process at the two sites was the same, the process of 
analysis differed for reasons explained below. 
For the acupuncture sessions at the first case site, fieldwork notes were typed up for 
fourteen consultations. I then transcribed verbatim the recorded dialogues for ten 
consultations. I could not transcribe four, for various reasons, including: they did not 
tape (2), 1 could not understand the accent of the patient (1) or a background whine 
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interfered with recording quality (1). However, I still had written notes for these 
consultations, which fed into the 'quantitative' analysis (see below). 
In transcribing dialogue, I noted the time when each spoken interchange took place. 
The separate documents of field notes and tapes were then amalgamated into one 
document (for an example, see Appendix D). After creating tbýs merged document, I 
then listened to the recording again, timing the length of pauses, npting laughter and 
double-checking the timing of other actions (e. g. acupuncturist washing hands or 
leaving the room). While listening to the recording for a third time, I annotated the 
merged document with thoughts or queries. This process of transcription and data 
familiarisation was carried out with batches of recorded consultations, the first four in 
November 2004, the next two in December 2004, the next three in January 2005 and 
the last in March 2005. As I became acquainted with batches of consultation data, 
patterns and suggestions of other topics began to emerge w1iich were influenced by 
subsequent observations and interviews. Formal interviews with patients and therapists 
were interspersed with collecting and analysing observation data. 
Once I had collected, transcribed and. become familiar with the data from the 
observations, coding began. From my multiple readings of my observation notes, I 
developed codes, such as noise, advice and patients' integration of biomedical and 
complementary treatments. To deepen my understanding of these concepts further, 
chunks of texts from the observations and field notes relating to these and other codes, 
were grouped together and put into categories and broader themes. To obtain a fresh 
perspective, a colleague coded data from six consultations (the three patients who had 
been observed both in the NHS and in private settings). After considering her findings, 
I then re-read all of the data associated with each code, category and theme, exploring 
commonalities and differences across the two settings. During this stage, I also 
regularly shared and discussed coded interview data with the therapist and patients who 
had been observed. For a breakdown of the codes, categories and themes, please see 
Appendix K 
With observations, Agar suggests that counting the quantifiable can lend weight to 
qualitative findings (Agar, 1980). Within the acupuncture sessions observed at the first 
site, I realised that time, in particular, seemed significant. I analysed the intended versus 
actual length of the sessions, length of time with the needles inserted, frequency and 
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length of silent pauses and number of techniques used. I averaged the times and 
compared them across the different settings. As the field notes for the unrecorded 
sessions also contained these data, they were included for these analyses. 
After analysing the majority of acupuncture consultation data both thematically and by 
counting, I re-interviewed the acupuncturist to challenge emerging interpretations. I 
then wrote up the methods and results. Following this, I re-read the observations, 
looking for anything important missed. From this process, I then had a series of 
theories about possible differences between treatments offered in NFIS and private 
settings. 
As I was principally looking to confirm or refute those assumptions, which centred 
mainly on variations in time and space, analysis of the data collected at the second site 
was not as extensive. While observing these sessions, I could find only 'cosmetic' 
differences in homeopathic treatments in the two settings. Therefore, although I 
recorded consultations, transcribing them verbatim to more fully explore the 'talk' in 
consultations did not appear to be useful. Hence, I repeated the 'counting' analysis by 
comparing the actual and intended length of the sessions -across the two settings. I also 
compared prescribing decisions. 
To test my preliminary conclusions further, I carried out further analyses. A matched 
pair of NHS and private consultations from each observed therapist was analysed in 
depth, In selecting acupuncture consultations, I chose the private and NHS 
consultations in which the therapist, the client, the condition and the treatment were all 
the same; only the setting was ostensibly different. For the homeopathy observations, 
no single client had been observed in both settings but I did observe first consultations 
for two women suffering from hot flushes; one was seen in the NHS and the other in a 
private clinic. These then became the selected matched pair of homeopathy 
consultations. 
For each of the four consultations, I re-listened to the recording noting the time and 
the topic of conversation, activity and external noises. I also added data on these 
aspects from the field notes. I then entered the data into two tables, one for 
acupuncture consultations and another for the homeopathic consultations, and 
identified commonalities and differences across the consultations in the two settings. 
These tables are presented in Appendix E. 
. 
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3.5.3 Documentary sources 
Having described interview and observational data, the following section covers 
documentadon. 
Yin suggests that documentation is probably relevant to every case study topic (Yin 
2003). Documentary sources provide further evidence to develop an understanding of 
the social world under study and inform interpretations garnered from other data 
sources (Mason 1996). With complementary therapy research in particular, Dew argues 
that documentary evidence can provide insights into political and social aspects that are 
not easily captured otherwise pew 2005a; Dew 2006). The aim of collecting 
documentary materials for this study was to learn about the process of service 
development, the characteristics of the service itself and current patterns of use. They 
also contributed to the selection of interview participants. In addition, they were useftd 
in identifying possible contradictions between what was said and what was written. 
Several types of documentation were available, especially at the first site. Here I was 
given the original "working folder" collated by the chair of the service development 
group. I also collected other documentation from service co-ordinators and the service 
website. Documentadon induded: 
* I-p-tters 
" Minutes of meetings 
" Annual reports 
" Service evaluations 
" Newsletters and newspaper reports 
" E-mail correspondence 
" Service funding bids (3 for the original service and 1 for the recently revised 
service) 
" Output from an Excel referral database 
Although I read through everything, only materials that recorded the people and 
processes behind the service were relevant for my analysis of this site. 
At the second site, less documentary evidence was available. Specifically, a therapist, 
the head of the service and the administrator provided: 
0A draft of the original funding bid 
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9A service evaluation report 
0A published audit 
9 Extract from referral database (handwritten book entries) 
All of the documentation collected at the second site informed the analysis of this site. 
'Me following table presents the types of documentary evidence selected, the 
information obtained and reason for its selection. 
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Table 2 Types of documclit-ary evicictice and rcasons for clcctl()tl 
Case Type of Information obtained Reasons for 
site documentation selection 
I etter, people %vorking ýit site I I ntcr\ ic\\, sýimphn- 
when initial futidliig bid 
sub11-u'ttCd 
Mitlutes of Nilemhers of original steering Interviewsamplug 
ri-iceritig, group aiid other committees Mapping historý of 
Topics Of diSCLISS1011 at &N-clopmcnt of 
stecriug group muctitigs senlice 
Atinual reports Service airns, providers, Mappirig historv of 
processes, users & Output, developmClit (; f 
senice 
Describmg senýice 
I&2 Fvaluations Sen'icc alins, pro\-Idcrs, Nlappitig historv of 
processes, users & outptivs dex-clopmcm of 
scr\lcc 
Duscribmg senice 
1&2 Service futidiiig Service aims, providers & Describiug sen-ice 
bids cost,,, chillcal evidence cited, (: Iartf\'111g use Of 




1&2 Referral Therapies used, referral I iitcr-\, icw sampluig 
databases source, tiumbers of referrals Assessing referral 
behaviour of clliiical 
stLO' participatits 
2 Published audit Paticiit health outcomes Describing scn-ice 
77 
In analysing these materials, letters and meeting minutes were read and then used to 
identify people still available within the case site for the interview sampling frame. 
Alongside these, evaluations, funding bids, audits and annual reports were scrutinised 
to map service development and construct a pr6cis of events. They were also 
instrumental in writing up descriptions of the case sites. In addition, the funding bids 
helped determine how clinical evidence was used in commissioning processes and 
initial strategies for mainstreaming. 
In constructing a sampling frame of clinicians and to compare reported and actual 
behaviour, referral data were analysýd at both sites. At the first, a spreadsheet was 
generated of referrals resulting in treatment from June 2001 to November 2006; this 
detailed name of referrer, role (doctor, nurse etc. ), therapy referred to and number of 
patients referred. At the second site, data recorded manually from March 2004 to June 
2006 were collected with name of referter, therapy referred to and date. To identify low 
and high referrers, total number of referrals per referrer were counted and the 
proportion of total referrals calculated for each referrer. 
3.5.3.1 Service evaluation reports 
In addition to documentation from case sites, I collected complementary therapy 
service evaluations from across the country from November 2003 to June 2007 to 
inform my understanding about the possible impact of these type of services on health 
outcomes and NHS cost pressures, which I assumed (and interviews with study 
participants confirmed) would be key issues in the debate about triainstreaming. As 
many of these evaluations are 'grey literature' and therefore not easily found in database 
searches, a rigorous, comprehensive searching strategy was devised including: 
9 Contacting colleagues at the Foundation for Integrated Health, n-iid-Devon 
Primary Care Research Group and the Universities of Bristol, Sheffield, 
Thames VaUey and Westminster as they had conducted studies themselves 
and/ or were well networked to identify others who had 
Contacting all members of the primary and secondary wave collaboratives 
of the Foundation for Integrated Health, many of whom had conducted or 
conuxiissioned an evaluadon 
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* Searching PubCANI sub-database of Medline 
* Identifying potential studies from bibliographies of reports previously 
collected 
Hand searching issues of CoVIementag Tbera pies in Aledidne, Homeopatbj and 
journal qfAllerwative and Complementag Mediane 
Contacting staff from the Office of the Deputy Prime Nfinister to locate 
New Deal for Communities projects where complementary therapy services 
might be provided 
* Telephoning professional bodies 
9 Contacting list keepers for AMICIP and SF36 to ask for contact details of 
those potentiaRy using these validated tools to evaluate complementary 
therapy services. 
Papers and reports were included if the service was delivered in state funded primary 
care (with one exception) and located in the UK (with one exception). The two 
exceptions were included because both evaluations were carried out with the explicit 
aim of winning state funding for their primary care complementary therapy services 
(Richardson, 2001; Mulldns et al 2003). Without them, a review of evaluations would 
be incomplete. Reports were excluded if they were evaluations of complementary 
therapy treatnients paid for privately or delivered in secondary care, universities or 
charities. In total, 42 reports were collected for 33 services (Appendix F). 
In analysing these, for each I noted details such as the date of the report, approach 
used (e. g. qualitative or quantitative), sources of information (e. g. medical records, 
focus groups) and details collected from each source (e. g. prescription rates, patient 
satisfaction). I then extracted data from evaluations reporting on health status 
outcomes derived from MYMOP or SF36. I chose to focus on these reports, as the 
inclusion of data from these standardised tools allowed me to compare across the 
services. Only reports that included confidence intervals, or included the data to 
calculate them, were included in the analyses of health outcome data. To calculate 
confidence intervals, I required data on number of patients included, mean difference 
between baseline and follow up scores and standard deviation. For two evaluations 
where these data were not present, I contacted the evaluators to request them. Neither 
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was able to furnish these data in a usable form. After conducting analyses on health 
outcome data, I extracted data from all evaluations reporting on NHS cost pressures 
such as rates of prescription, GP consultations or secondary care referrals. Once all 
health outcome and cost variables were extracted, I compared results across the 
services to assess the impact of the services. Because different therapies were being 
evaluated and the before and after time points varied substantially, it was not possible 
to carry out a meta-analysis. 
3.5.4 Use of aff three data sources 
In collecting and analysing data from three sources Cinterviews, observations and 
documentation), I wanted to add richness and help inform different sources. But I was 
particularly keen to identify and explore discrepancies. We all, whether research 
participants or not, exhibit incongruities in words or actions. As Whyte quoted by 
Silverman argues 
[Researchers] should recognise that ambivalence is a fairly 
common condition ofMan fandpresumably women too] - that men 
can and do hold conflicting sentiments at any given time. 
Furthermore, men hold varying sentiments according to the 
situations in which theyfind themselves (Silverman, 2001). 
However, my purpose in isolating and uncovering these contradictions was not to 
catch study participants out or to triangulate sources to arrive at a cohesive 'truth'. 
Instead, by uncovering discrepancies, internal and external conflicts are revealed and 
the complexities of human interactions are brought to light - which may be 
uncomfortable. Nonetheless, in the longer term, this process could facilitate and bring 
about greater understanding between those holding polariscd views. 
However by presenting each data source independently, I have probably over- 
simplified what was in practice an organic, messy, creative process. Describing the 
iterative process of qualiutivc research is never easy, but the following give a few 
concrete examples of the way the sources were combined, compared or cross- 
referenced: 
Service evaluations, audits and reports were compared with interview data to 
explore the differences between the information produced by complementary 
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therapy service evaluators and the information required by NHS professionals 
to commission and endorse complementary therapy services 
* Interview data were cross checked with minutes of meetings, service 
evaluations and reports to develop the histories of service development 
* Interview data from patients and therapists on the differences in treatment 
settings, flagged up interactions and behaviour to be alert to, while conducting 
observations of consWtations 
0 Funding bids and interview data were compared to learn how clinical evidence 
influenced the commissioning process 
Interviews were cross referenced with referral data to explore discrepancies 
between clinicians' espoused attitudes, reported behaviours and documented 
actons. 
3.5.5 Challenging interpretations 
I actively sought out challenges from a wide variety of perspectives to test "face 
validity" (Pyett, 2003) and gauge credibility (Agar, 1980) of my fmdings. These served a 
dual purpose; I received feedback about my work while simultaneously disseminating it 
to key individuals and organisations. On writing and re-writing thesis chapters, revised 
interpretations were incorporated. 
For example, several individuals commented on drafts of particular chapters or papers 
drawn from the thesis including. the observed therapists, a PCT manager, a GP 
academic, a non-academic GP and staff members of the Foundation for Integrated 
Health. 
I led serninars and workshops with: 
Sheffield School of Health and Related Research (2005) 
Penny Brohn Cancer Care ccntre (2006) 
Lewisham PCT (2006) 
The University of Westminster ICAM Unit (2006 & 2007) 
The Bristol Homeopathic Hospital Research Gtoup (2007) 
Academic Unit of Primary Health Care, University of Bristol (2007) 
I gave oral presentations at conferences organised bT. 
81 
0 York University (2005) 
0 The South West Society for Academic Primary Care (2007) 
9 The Alternative and Complementary Health Research Network (2004,2005, 
2006,2007) 
In addition, I published a paper in a peer reviewed journal (Wye et al. 2006) and 
drafted another (Appendix L). 
3.6 Reflections 
Ha--ing detafled the methods used to undertake this study, the next section reflects on 
its process. WI-iile quantitative research adopts multiple techniques to eliminate bias, in 
qualitative studies, there is explicit recognition that the researcher's beliefs, thoughts, 
emotions, presuppositions and personal history, inevitably shape the research. To 
clarify my own position, I am a white, middle class American woman who practised as 
a kinesiologist for over four years. I have used complementary therapies extensively for 
myself and my children. Although complementary therapies are not 100% effective, I 
believe that their benefits derive from changes in energy. In addition, consultation 
processes can also be very healing. In sum, I think complementary therapies 'work. 
But over the course of this study, my pro-complementary therapy stance has been 
challenged. Both professionally and personally, my networks have changed, especially 
since leaving my kinesiology practice in June 2006. Doctors and PCT managers now 
predominate. So although I am in favouf of complementary therapies, I also have 
heard and adopted some 'mainstrearný views. 
In clarifying my positioning in relation to the data, fegular reflexivity can be a usefill 
tool (Etherington, 2004). To do this, I made journal entries weekly or fortnightly for 
nearly two and a half years and then more sporadically. These covered everything from 
decisions on research design to loftier musings on my changing perspectives on 
complementary therapies and biomedicine. Many entries were concerned with my 
multiple, mutating roles as a researcher and therapist. 
Once influences are identified through reflexivity, some qualitative researchers attempt 
to minimise their effect by "bracketing" off personal factors (Ahern, 1999). But others 
argue that this is contrived (and impossible); instead personal influences can be 
employed to enrich the research (Finlay, 2002; Mantzoukas, 2004). Personal filters and 
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circumstances influence which research questions are chosen, which data are collected 
and how they are interpreted (Mantzoukas, 2004). Other researchers may access 
different research participants. Even if the same participants are included, the 
information obtained may vary. Moreover, even if the information gathered was 
identical, different researchers may arrive at diverse understandings. Given this, good 
qualitative research includes reflexivity, so that the personal lens of the researcher is 
better understood and validated, which enhances its trustworthiness (Etherington, 
2004). The following section discusses reflections on my roles in the research process. 
3.6.1.1 Role in interviews 
With interview participants, I utiliscd several roles to gain access and establish rapport: 
researcher, therapist, complementary therapy user and wife of a PCT manager. 
As the wife of a PCT manager, I obtained introductions to several individuals within 
one PCT that I was unlikely to have accessed without this personal contact. I was also 
able to navigate the impenetrable world of commissioning and speak their language. 
Subsequently, I have tried to contact PCT managers without my husband's assistance 
and have been rebuffed. Once access was established, I -also occasionally employed the 
role of "researcher as intruder" (Anderson et al 2005). This took the form of 'expert' - 
I provided the latest evidence on complementary therapy research when relevant to 
commissioners. 11iis led to interesting observed interactions, which are reported in 
chapter 4 (see 4.6.2). 
-Being a complementary therapist 
influenced the information given during interviews, I 
was sometimes asked, "'You're a therapist, aren't you? ", before therapists expanded on 
a particular point, possibly pertaining to energy or the therapeutic relationship. This 
role also undoubtedly coloured the information received from clinicians and PCT 
managers, as they tended to appear more positive about complementary therapies than 
expected. 'Me most common assumption made was that I was in favour of 
mainstreatning. Over-identification with the group studied is a common pitfall in 
qualitative research (Fontana and Frey, 2000). In several interviews, I attempted to 
clarify my position of equipoise regarding mainstreaming, but this often appeared to be 
disregarded. 
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3.6.1.2 Role in observations 
Role adoption also affected the observations of consultations. Having frequently used 
both acupuncture and homeopathy, I was familiar with the terminology and 
consultation processes. I knew what to expect and when practices deviated from the 
norm. These experiences as a complementary therapy user also helped with rapport; 
several clients asked if I had had treatments myself. 
In one instance at the first site, the roles of therapist and researcher melded, causing 
considerable confusion. In a particularly rushed mon-dng at the NHS premises, the 
second consultation was with an elderly gentleman. The acupuncturist found his 
circumstances particularly upsetting and once the session finished, she burst into tears. 
I hugged her and in doing so was in therapeutic not research rnode. However, once the 
clinic was finished, I sought to regain my research role by writing up my observation 
notes and debriefing with a research colleague. 
This experience demonstrates how difficult it can be to remain detached in fieldwork. 
Ethnographic researchers describe a continuum of observer roles from complete 
observer to observer as participant to participant as observer to complete participant 
(or "going native") (Gold, 1958; Barnes, 1992). During initial observations at the first 
site, I did not speak (unless directly spoken to) and tried to blend into the background. 
After four observations however, the acupuncturist was considering leaving the study 
as she found this unnerving. Accordingly, we agreed that we would speak with each 
other and the client at the treatment start. The therapist also began directing questions 
to me during treatments and several clients joined in the ensuing conversations. 
Towards the final observations, I found myself growing so comfortable with this more 
active role that I had to suppress the desire to interrupt. 
At the second site, I was permitted to return to a less active role, only speaking to 
patients and the therapist at the start and end of consultations. In most cases, I was 
completely forgotten, even though in the NHS setting, I was directly opposite the 
patient. However, after the third client at this site, the homeopath asked if I had 
identified anything energetically. Wanting to be helpful, I passed on my energetic 
impressions. As this type of exchange could have influenced prescribing decisions, I 
felt uncomfortable and so this was not repeated. 
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3.6.1.3 Effect of my presence on the consultations 
At both sites, the therapists noted that my presence made consultations more 
"intense". Observations at the first site were especially affected. During the early 
observations, the acupuncturist initially chose clients she knew well because she was 
self-conscious. My presence also modified the questions asked. For example, sexuality 
was not raised, although the therapist later disclosed that with one client she believed 
this to be relevant. Clients also reported some discomfort. 'Mey did not volunteer more 
socially 'unacceptable' physical symptoms. Another client was acutely embarrassed 
when the therapist asked her to remove her bra. The client looked at me and refused - 
all three of us were highly aware of the impact of my presence. 
As observations continued however, this therapist became happier and more relaxed. 
Clients who were observed a second time reported disclosing previously concealed 
information. A high point was when the acupuncturist and client commented on my 
"lovely chi". saying that my presence had actually enhanced the treatment. 
In general, clients appeared to take their cue from the therapist; so clients observed 
towards the end of fieldwork at the first site and in the second were much more 
comfortable. At the second site, with the exception of one client who refused to look 
in my direction, all the clients appeared minimally affected by my presence. 
Interestingly, the mini disc for this consultation di4 not record. 
3.7 Conclusion 
This chapter began by outlining my epistemological and ontological positioning and 
continued by discussing case study methodology. I then discussed the data collection 
and analysis processes for the three sources used for this study. It concluded with a 
short reflective section on the impact of my role on the interviews and observations of 
consultations. The next chapter presents the first of three results chapters. 
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CHAPTER 4 Evidence 
4.1 Introduction 
The key question of this chapter is: What is the role of evidence in mainstreaming 
complementary therapy services? This is a macro level question as the issue of evidence 
affects the provision of all complementary therapy services offered in the NHS, 
regardless of geographical location. It is consistently a considerable hurdle in 
convincing clinicians and commissioners of the value of complementary therapies, and 
so an ideal topic for this thesis. But what evidence persuades conunissioners? Is the 
commissioning of NFIS complementary therapy services really reliant on evidence or 
are other factors at work? 
To explore this, I have drawn on several sources of data from my fieldwork and wider 
reading including: 
0 Interviews, particularly with key informants and NHS professionals, including 
Primary Care Trust (PC'1) managers, doctors and nurses 
0 Documentary sources such as: 
o Evaluations of complementary therapy services from across the United 
. 
Kingdom 
o Referral databases 
Observations of 
o PCT meetings 
o Medical colleagues at Bristol Medical-School 
Wider reading including 
o Qualitative studies exploring decision-making behaviour amongst 
clinicians 
o Quantitative studies of surveys of NHS complementary therapy and 
counselling provision 
o Literature debating appropriate methodologies for complementary 
therapy research 
o Systematic reviews of acupuncture and homeopathy 
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o The Cochrane Collaboration database, spccifically searches on 
homeopathy, osteopathy, chiropractic, acupuncture, herbal medicine 
and counselling 
From these data sources, several themes were identified and developed in relation to 
the role of evidence in mainstrearning complementary therapies. These themes are 
detailed in the table below. For detailed description of how these themes were 
developed, see 3.5.1., 3.5.2. and Appendix K 
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Theme Data sources contributing Process of 
to theme development derivation of 
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medical and complementary snicbes with NI IS literattire 
therapy model,, of health and professionals and thc Thematic anah'sis 
illness coinpicinciitary therapy of stLidy 
intcrviews 
community and litcratLirc on 
me tl i odol ogles for 
complcmentary thenipy 
research 
Intervicws with snid\- 
participants 
Rhetoric oil evidence based lili-cl-view's \-, -ltll study Thematic anal\,, is 
decision making participants of stLidy interviews 
The I louse of Eord, (I lol, ) Reading of 
report and the Department of 'evidence, Sections 
I lealth (Dol 1) response of Dol I and I lol. 
Department of I Icalth white documents 
and green papers 
'Reality' of evidence available Interview-, with study Thematic malysis 
participants of stLidy interviews 
Service evalLiations Analysis of scr\-ice 
Sý, stematic rex-ic\-,, s oil evaluations & 
acupuncture and homeopathy sN, stcmatlc rc\, Ic\,,, s 
I)Iscrepancics between rhetoric Interviews %vith snidy Thematic analysis 
and reality participants of study Inter6ews 
)I)scn-ations of NI IS Anal\, sis of 
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and reality (cont) colleagues MIS meetings 
Ilterature including qualitative and medical 
studies of decision making, colleagues 
systematic reviews and surveys Reading of 
of NHS provision of literature 
complementary therapies and 
counselling 
Other influences on decision Interviews with study 'nematic analysis 
making participants of study interviews 
Observations of NHS Analysis of 
meetings and medical observations of 
colleagues NHS meetings 





This chapter begins by exploring the paradigmatic differences between biomedical and 
complementary therapy models that lead to difficulties in gaining consensus around the 
best way to measure changes in health and illness. I continue with a discussion of the 
rhetoric around science and evidence based medicine and its prevalence at national 
policy and local decision-making levels. This is followed by an exploration of what 
types of evidence counts for gatekeepers, including summaries of the evidence from 
service evaluations and the clinical evidence for two therapies, homeopathy and 
acupuncture, as these are the therapies I observed in the case studies. I will not, 
however, enier into the debate of whether scientific approaches such as the double 
blind randornised controlled trial are appropriate methodologies to gauge the value of 
complementary therapies as this has been covered thoroughly elsewhere (Vickers et al 
1997; Richardson, 2000; Barry, 2003; Barry, 2006; Ernst, 2007). In comparing the 
rhetoric on evidence based decision making with the reality of the behaviour of NHS 
professionals, I continue by detailing discrepancies demonstrated by study participants 
and in NHS service provision, suggesting that scientific evidence may not play as major 
a role in decision-making as the public discourse would lead us to believe. Other 
influences such as informal networks are also powerful influences on professional 
views. 
4.2 Paradigmatic tensions between medical and 
complementary therapy models of health and illness 
Although contested, we live in an age whereby the prevailing belief is that scientific 
methods are most apt to lead us to "trutW'. As Fuchs argues 
The privileged stance of scientific knowledge reflects the sacred 
role science plays in the public discourse of modern society and 
culture. Ever since the Enlightenment equated science with societal 
progress and moral emancipation from tradition and superstition, 
science has come to be viewed as the paradigm for all rational 
practice ... The label "scientific " lends special credibility and 
authority to knowledge claims and discursive practices and social 
groups try to mobilise science in support of their interests (Fuchs, 
1992). 
Other forms of knowing, such as personal experience and intuition, are given less 
credence than conclusions arrived at through logical, standardised, "objective" 
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processes devised and executed by the mind. Despite strong critiques of this amongst 
particular individuals and groups, (Klein, 2000; Druss, 2005; Goldenberg, 2006; 
Sweeney, 2006) in Western cultures we Eve in a time whereby science dictates what is 
valid and, more importantly for complementary medicine, what is not. As Cant and 
Sharma argue, those brandishing the badge of science can make claims of objectivity 
and rationality, which often "disguise moral judgments" (Cant and Sharma, 1999). 
But science struggles when it comes to complementary therapies. Much has been 
written about why, such as the difficulties in identifying appropriate 'placebos', the 
methodological challenges in designing trials for complex interventions about which 
little is known of the 'mechanism of action' and the importance of defining and 
measuring patient generated outcomes (Richardson, 2000; Verhoef et aL 2002; 
Mason el al. 2002; Glik, 2003; Weatherley Jones el aL 2004). Recently, an 
international group of complementary therapists have proposed 'whole systems 
research' as a way forwards in evaluating complex interventions such as 
complementary therapies. (Verhoef et aL 2005) Although I did not specifically ask 
questions about the difficulties of conceptualising and measuring the non-material in 
interviews, nonetheless study participants volunteered their views. 
The difference in the paradigm is about how it works. You know, 
and why it works. And that's what they will not accept, because 
they're working with chemicals and genes and all the rest of it. 
They're working with materials. 7hey're working with stuff And 
we're working with spirit and energy. And that's where the 
paradigm clashes [sic]. (Key informant, homeopath, BJ, line 181) 
I don't know quite what point in history it happened, but there's 
been a disintegration between understanding and respectfor things 
you can't see over those things that you can see and analyse. So 
until the biomedical model actually accepts that there are forces in 
nature-andpeople that are non-material, then I don't think they will 
find it very easy to integrate because that is a major schism 
between the two schools of thought. (Key informant, osteopath and 
healer, CG, line 15) 
A doctor concurred. 
Well, I've been educated in the very medical model of disease so 
when I look at a treatment subjectively I can think - well 
chiropractors I can see that in my medical model that would work 
Ifyou have back pain, ifyou have neck pain, ifyou manipulate the 
neck oryou align it then something is going to happen. Reflexo1ogy, 
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to quote one example, no matter how many people talk to me about 
the energy lines and those sort of things, it just doesn't fit in with 
my understanding of illness and disease. (Doctor, BM, line 32) 
Because the immaterial, energy or chi is difficult to measure, there are challenges to 
applying traditional scientific methods to test the value of complementary therapies. In 
essence, there are two possible ways to frame the effectiveness question. 
The first is 'Is it working? ', specifically is this particular intervention bringing about this 
pre-determined outcome? Randomised controlled trials, as a methodology, provide 
answers to such a question that the more scientifically minded feel confident in. But 
another way to frame the question is to ask 'Is there any benefit? ' This is a much 
broader question that can be answered satisfactorily through patient accounts and 
encompasses change on any level - emotional, mental, even spiritual, as well as 
physical. The subtle difference between these two questions underpins much of the 
debate about evaluating complementary therapies because what is deemed as 
appropriate methodology and 'ýrobust" evidence, depends on your worldview. 
Nonetheless, as Richardson points out, if complementary medicine is to become 
mainstreamed, then providing evidence of effectiveness in a way that is palatable to 
those with a scientific bent undoubtedly plays a role (Richardson, 2000). This has been 
made abundantly clear in recent policy initiatives discussed in a theme in the next 
section, 'rhetoric on evidence based decision makiugý- 
4.3 Rhetoric on evidence based decision making 
4.3.1 Policy rhetoric calling for evidence based decision maldng 
Since the mid-1990s, evidence based medicine discourse (and ideally) practice has 
steadily diffused into Western healthcare systems. Although "conventional medical 
practice is charactetised by the overenthusiastic adoption of unproven interventions 
while continuing to offer services demonstrated to be ineffective" (Muir Gray, 2001) 
resulting in 30-40% of patients not receiving care according to present scientific 
evidence (Grol and Grimshaw, 2003), the thrust of government policy and initiatives is 
to disseminate and promote research based practice. For example, guidance from the 
National Institute for Health and Clinical Excellence (NICE) aims to encourage 
clinicians to practise in an evidence based way. A positive review from NICE may 
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further mainstream acceptance, as demonstrated by the recent enthusiasm for cognitive 
behavioural therapy (Mayor, 2006). To date, no complementary therapy has undergone 
a NICE review, but the necessity for this has been debated (Franck et al. 2007; 
Colquohoun, 2007). 
In reviewing treatments, interventions must demonstrate therapeutic and cost 
effectiveness as well as allaying concerns about safety. The importance of meeting these 
criteria was stated clearly in the House of Lords Select Committee report on 
complementary medicine. In asking commissioners to identify key factors in their 
decision-making about provision of complementary medicine, they found that 85% 
cited therapeutic effectiveness and 75% cost effectiveness - the two most commonly 
named criteria - while safety did not even rate in the top ten (House of Lords, 2000). 
Undoubtedly, these views influenced the committee's recommendation in that the 
production of evidence was a precursor to inclusion within the NHS. 
In our opinion any therapy that makes specific claims for being 
able to treat specific conditions should have evidence of being able 
to do this above and beyond the placebo effect. This is especially 
true for therapies which aim ýo be available on the NHS and aim to 
operate as an alternative to conventional medicine, specifically 
therapies in Group I (House of Lords, 2000). 
Group 1 therapies, also known as the 'Big 5', included osteopathy, chiropractic, 
homeopathy, herbal medicine and acupuncture. As a contender for mainstream status, 
government discourse agreed that "strong" evidence would bc needed for any of these 
to become available on the NHS (Department of Health, 2001a). But neither the Select 
Committee nor the Government defined what "strong" evidence was, thereby leaving 
this open for individual interpretation. Furtheriiiore, the government added a 
qualification: 
However in the final analysis it must be for the NHS clinician or 
healthcare practitioner with lead clinical responsibility for the 
individual patient to judge whether, when and how an individual 
patient could benefitftom the use ofa particular therapy. Wherever 
possible the patient should be actively involved in this process and 
in any agreedplanfor his or her treatment or therapy (Department 
of Health, 2001a, response to recommendation 5). 
So, the national policy is that if a complementary therapy is to be mainstreamed into 
the NIIS, there must be evidence pf therapeutic and cost effectiveness for the specific 
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condition for which effectiveness is claimed. But it is not clear how much or what type 
of evidence is needed and the final judgment about whether a particular individual 
should receive a complementary therapy rests with his or her "lead clinician", who 
invariably is a doctor. Furthermore, the government acknowledges that the patient 
should be "actively involved" in the decision-making, but does not state how or the 
extent to which patient preference should influence clinical practice. . 
This being the situation, the perspective- of clinicians, especially doctors, about the 
validity of complementary therapies and consequently the views they express to 
patients, are crucial. Furthermore, clinicians' attitudes are doubly important with recent 
policy initiatives devolving commissioning powers (e. g. practice based commissioning, 
enhanced services, choose and book), thereby enhancing the clinicians' role as 
gatekeeper still further. How they, and PCT managers who are responsible for 
commissioning decisions, manage the potentially competing tensions of 
commissioning, evidence based practice and patient preferences is important in 
exploring the mainstrearning of complementary therapies into the NHS. This will be 
discussed throughout this chapter. 
4.3.2 Local rhetoric calling for evidence based decision making and 
patient choice 
The government line is that evidence of effectiveness is essential. So how pervasive 
is this discourse at a local level? In interviews at my first case study site, it was 
widespread amongst clinicians from both nursing and medical backgrounds. 
We're all very evidence based now, aren't we? So we have to kind 
of back things up so. ýNurse, M, line 33) 
Some of them [other doctors] were quite negative about having 
[complementary therapy service] here 
, 
in the first place because of 
the supposed lack of evidence. (Doctor, BM, line 90) 
PCT managers also talked about the importance of evidence. 
My hunch would he that we would be supportive of it 
[complementary therapy provision in the NHSJ, if there is 
reasonable evidence that it provides benefit over the current 
provision. (PCT manager, RA, line 39) 
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Moreover, although acknowledgement was made that much biomedical practice suffers 
from a lack of clinical evidence, the production of clinical evidence for particular 
complementary therapies was identified as a prerequisite to mainstrearning. 
I think we've got to he very careful to lease out those things which 
we think are effective and those that are not. Now a lot ofmedicine 
suffers from noL We don7 know whether a lot of medicine's 
effective. But I think we should he pursuing the effectiveness line so 
that we are very careful about not having the more wacky end of 
complementary medicine being developed and taking people for a 
ride really. But [we] are prepared to develop it where it looks like a 
good buy. (PCT manager, BC, 21) 
This suggests that evidence is so important that it is the filter by wl-dch commissioners 
decide which therapies could be considered for mainstreaming; research evidence is the 
tool used to discriminate between bogus and genuinely therapeutic interventions. 
Indeed, I found the evidence rhetoric was so omnipresent that that in interviews even 
complementary therapists, who are often perceived as being unscientific, claim the 
term. 
I believe what I do is science, Lesley. Every time I give a remedy or 
I make up a theory about what type of remedy a patient needs based 
on the evidence, I'm performing an experiment. So, I think what I 
do is science. (Key informant, homeopath, BJ, line 179) 
Furthermore, therapists are fully aware that evidence is a pre-requisite to mainstream 
funding. 
They're always asking for research and proof, which is what the 
osteopath council are trying to put more enerýy into now as well, 
because they want to go more integrated and they want it to be 
more recognised, which is happening more and more all the time 
now. (Key informant, osteopath, JP, line 414) 
Thus, evidence discourse has seeped through to influence the language of clinicians, 
comffussioners and even complementary therapists. But some are uneasy. 
I sometimes feel that we kind of go too far into sort of science and 
evidence based. I mean if it works andpeople benefit and theyfeel 
better you know what more proof do we need? I think as long as it's 
a safe practice, you know it's safe, then do you need the evidence? 
You know my feelings are probably no you don't. If people benefit 
and feel better and can cope with what ever is going on then, 
perhaps you don't need the evidence. (Nurse, M, line 191) 
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Therefore, for some, as long as an intervention is perceived as safe, patient experience 
might weigh more than research evidence. Other studies have also found this; nurses 
and complementary therapists are more likely to prioritise self-reported patient benefits 
(Beattie et al 2007). But in tl-ýs study, doctors from the second site also expressed 
views favouring the importance of patient experiences. 
Evidence has beenforced on us and become very much the thing to 
work by, but I'm much more patient orientated and particularly in 
[specialist area] there's a lot of grey areas, which is very difficult 
to work within evidence-based medicine. (Doctor, SP, line 183) 
One doctor, in particular, explicitly framed the tension between being evidence based 
or patient centred, in terms of a trade off between being "hard" and scientific or being 
"soft" and patient focused. 
You know I'm not really a hard, sort of scientific doctor. I like the 
softer approach to dealing with people and it [complementary 
therapies] appealed tome. (Doctor, ffW, line 3 7) 
This doctor continued by recounting that her patient focused approach clashed within 
the prevailing culture and, in her view, led to the eventual loss of her managerial 
position. 
I was managing the services that were being devolved into PCTs 
and then I went to work for the PCT for a short time in the 
commissioning side. But that was where some ofthe problems came 
because I always put patients' care first and if you're in 
commissioning in the PCT level, I couldn't. I couldn't do it. 
(Doctor, WW, line 2 7) 
Thus, although governmental policy regularly highlights the importance of patient 
centredness, at local level, the exigencies of evidence may be prioritised when 
complementary therapies are -under consideration. This became apparent in an 
interview with a PCT Chief Executive. After nearly fifty minutes of discussion about 
the mainstrearning of complementary therapies, much of which concerned the 
importance of evidence, my penultimate question was the role of patient choice. With 
some embarrassment, he replied 
Yes, I think, it's a very good point you raise about patient choice 
and I haven't. Thai's very interesting, because I should have 
thought ofpatients'choice. (PCT manager, BC, line 105) 
So although patient centred care and evidence based medicine are both government 
flagships, with regard to complementary therapies, the local rhetoric suggests research 
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evidence is prioritised, although there is some unease with this amongst those 
describing themselves as more "patient centred". Given that the call for evidence is so 
widespread, what sort of evidence about complementary therapies is convincing? 
4.3.3 What evidence counts? 
There are many types of evidence, but for the purposes of this study I have 
concentrated on two formal sources: 1) service level evaluations and 2) randomised 
controlled trials, which are often called clinical evidence. These were most commonly 
named by stady participants as sources of useful information on therapeutic and cost 
effectiveness. In briefly outlining the differences between the two, the first often 
involves qualitative or mixed methods and there is no control group, whereas the 
second obtains information through comparing a randomly allocated intervention 
against a placebo or a control group. 'Me first explores the impact of a service and the 
second tests effectiveness of a therapy. A crucial difference is that trial methodology 
strives for objectivity by eliminating bias and prioritises the group effect, while service 
evaluations emphasisc the importance of experience, whether patient or clinician, in all 
its messy subjectivity. So which type is more likely to sway clinicians and 
comn-ýissioners? 
In general, clinicians and PCT managers from the first site said during interviews that 
clinical evidence would persuade them of the therapeutic effectiveness of 
complementary therapies. 
I think we need evidence of effectiveness from randomised 
controlled trials not anecdotes or prescriptions [sic] of people's 
experience if we want to know what works. (PCT manager and 
doctor, YW, line 22) 
In terms of introducing a service you've got to have an evidence 
base and then a needs assessment and evidence base. And within 
our proposals template now we have a section on evidence needs 
assessment and evidence base. So, we need to feel that we have 
taken some advice on whether an intervention is effective. (PCT 
manager, BC, line 33) 
Others saw the value of both scientific evidence and evaluations. 
You've got to gather that evidence hut without having the service set 
up somewhere, you can't gather the evidence, you know? --- like a 
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chicken and egg which, how do you get the evidence without 
running the service? (Nurse, PN, line 109) 
Others were less convinced of the useftilness of evaluations. 
[Evaluations] don't actually provide evidence that the intervention 
itseýr actually works. All they'll do is demonstrate patient 
satisfaction in one way or another. (PCT manager, RA, line 20) 
No study participants mentioned that service level evaluations on their own would be 
enough to convince them of the therapeutic validity of complementary therapies. 
I have to say that I'm not a Public Health expert but I know our 
Public Health Director looked at the report [of an evaluation of a 
local complementary therapy service] and was not particularly 
impressed by the rigour of it. The people who were questioned 
seemed to be a very small number. There were claims that 
everybody who used the service thought it was marvellous. And 
when you looked at it, the numbers were so small. And not 
necessarily the most needy [sic] groups ifyou like, sort of more the 
worried well. It wasn't robust enoughfor Public Health. It certainly 
wouldn't have passed musterfor her. So, if it wouldn't pass muster 
for her, then I don't think it would pass muster for anyone else. 
(PCT manager, CA line 36) 
Hence, evaluations may not convince clinicians and PCT managers of therapeutic 
effectiveness. However, those who had had commissioning responsibilities within the 
PCT said they were more likely to find service evaluations valuable if they included data 
on how the complementary therapy service had alleviated NHS cost pressures, 
particularly secondary care referrals, clinician consultation time or prescription costs. 
Osteopathy presumably that is more of one where people get 
referred to outpatients, or not outpatients, what do you call it? 
Physiotherapy.... Then you could say well it saved this many visits 
to a physiotherapist in a hospital which you know.... If you could 
demonstrate people who had been on medication for depression or 
mental health problems that any of these therapies had reduced 
their reliance on the medication then that would he good. (PCT 
manager, CB, 43) 
Commissioners want this information because they can then determine whether a 
particular service increases overall costs (add on) or replaces the need for other services 
(instead oo. This information is not obtainable through trials looldng at therapeutic 
effectiveness alone, although those that include an economic evaluation do offer some 
insight. However, locally, commissioners are concerned to identify and maximise 
"instead of' services and evaluations can provide these data. This is particularly 
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important because the projected NFIS debt for the financial year 2006-2007 was C835 
million pounds thm: workfoI: you. com. 5.1.07 accessed 21.3.07). As a PCT 
manager from the first site stated, 
Well, the PCT is in a very difficultfinancial position at the moment, 
I'm sure you know. We have what's called a local delivery planning 
group, which is the sort offirst sound bile where bids forfunding 
would go. And the criteria we use will be - how much money is this 
going to save? Basically, it has to payfor itseýf in terms of hospital 
admissions or even make savings over and above the cost of 
running the service. For anything that costs more money, it's very 
difficult to get it through unless it's one of our very top priorities in 
terms of meeting some of the criteria like targets that we have to 
meet that we're being measured on and beingjudged on, things like 
reducing emergency admissions. (PCT manager, CB, line 32) 
Hence, complementary therapy services not only have to be cost neutral, so the savings 
generated cover the costs of the service itself, but they potentially may have to 
demonstrate an appreciable impaq on reducing service costs elsewhere, ideally in the 
hospital sector. 
We can only invest if we find things we can disinvest in. Now that 
mainly is disinvesting in hospital interventions, whether it he 
outpatient clinics or diagnostics ... And if we can reduce those because we're doing an earlier intervention in primary care, then 
we can for the first time probably take money out of the acute 
hospital system and bring it into týe community. The new 
arrangements with payment by results, which does mean that if we 
don't send the patient elsewhere we don't pay for them, mean[s] 
that we can actually take the money out. So we do have some 
choices... It could be from referrals to orthopaedic outpatients. It 
could even be from looking at the skill mLv within a GP practice 
that says actually people with back problems are taking up this 
amount of GP lime, this amount ofpractice nurse time and actually 
by having an osteopath clinic in this practice or maybe across 
several practices we can reduce the amount of GP time by one 
session a week or an amount ofpractice nurse time. (PCT manager, 
BC, 29) 
Many evaluators of complementary therapy services do not collect information on the 
impact of the service on prescription costs, secondary care referrals and primary 
healthcare professional consultation rates (Wye ef al 2006). However, the importance 
of collecting and reporting these data was identified in a Delphi exercise carried out by 
Jane Wilkinson at the University of Westminster. Experts, including practitioners, 
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academics and MIS professionals were asked to identify the most important 
ingredients in devising a robust evaluation report for a NHS complementary therapy 
service. The resulting guidelines on BESTCAM reports recommend including data on 
NHS cost pressures as well as information on health outcomes (Wilkinson el al. 
2004b). However, in related work not reported for this thesis, I explored the link 
between evaluations and funding, finding that in many cases, production of data that 
showed a positive impact on NHS cost pressures were not enough, on their own, to 
result in NHS funding of the complementary therapy service (Wye et al 2006) 
(Appendix L). 
So in summary, what type of evidence counts? In detailing findings for the theme of 
'rhetoric on evidence based decision making', my study participants say that trial 
methodologies can provide persuasive evidence of therapeutic effectiveness, which is 
convincing to both NHS commissioners and clinicians, while service evaluations offer 
useful information on the impact a service has on NHS cost pressures, which is of 
particular interest to commissioners. To fund complementary therapies through the 
NHS, decision makers ideally need both. 
Thus having explored the theme 'rhetoric on evidence based decision making', what 
information do clinical evidence and evaluations provide, particularly about health 
outcome benefits, costs and savings impacts? The next section discusses the theme of 
'reality of evidence available'. 
4.4 The Ireality'of evidence available for complementary 
therapies 
Before continuing, I would like to highlight that when faced with the same set of 
results, people may differ substantially in their interpretations. As Northrup puts it, 
There is actually no such thing as completely objective data. 
Cultural bias determines which studies we believe and which we 
ignore. No one is immune to this behaviour (Northrup, 1998). 
This point will be expanded later in this chapter, but suffice it to say, in interpreting 
evidence, I am just as prey to my prejudices as anyone else - as are you the reader. In 
being explicit about my own perspective, although I have doubts about the cost 
effectiveness of complementary therapies, I strongly believe they are therapeutically 
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beneficial. 'Mus, my tendency is to credit positive results and discount negative ones. 
However, to compensate for this acknowledged bent, I may have been overly critical in 
interpreting the service evaluations and academic research presented below. 
4.4.1 Service evaluations 
The reasons for conducting an evaluation may vary. For instance, some may report 
progress to current funders. Others airn to improve aspects of service delivery and still 
others are devised to attract potential new funders. Regardless of their explicit (or 
implicit) objectives, evaluations measure service effectiveness not therapeutic 
effectiveness, There are many approaches to this. 
In reviewing the 42 reports with data collected on 33 complementary therapy services, 
the majority of services used quantitative (21) or mixed methods (9), but three services 
were evaluated using qualitative methods alone. Three of the studies were randomised 
controlled trials; three were action research studies, one of which was within a mixed 
methods evaluation, but the majority were either audits of outcomes or surveys. 
'Me most common methods employed were patient health status questionnaires (15), 
data extraction from referral forms (12), patient satisfaction questionnaires (10) and 
costings of the service (9). In terms of health outcomes, some studies relied on locally 
developed self-reports (either retrospective or before and after) but many used 
validated health outcome measures such as NIYMOP (8) or SF36 (7). Five studies also 
contained data on NHS cost pressures with information on impact on prescription, GP 
consultation rates or secondary care referrals. Information on health status and NHS 
cost pressures is presented next. 
4.4.1.1 Health status Information provided from service 
evaluations 
The SF36 is a questionnaire which asks the patient to assess their health status in eight 
areas: physical functioning, role limitations due to physical health difficulties, role 
limitations due to emotional problems, pain, vitality, mental health, social functioning 
and general health. It is a well-validated tool that has been found to be appropriate for 
use in the NHS (Garratt et al 1993). 
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Seven evaluations used the SF36, but only six reported their results. Administration 
was before treatment (either at referral or first treatment) and follow up time points 
were variable, as two administered the questionnaire at the final session (Impact, 
Glastonbury), one four months after baseline (GP purchasing) and another six months 
after baseline (rzu Chi). Two others were probably administered before completion of 
treatment, as follow up for Lewisham occurred at the last session or three months after 
baseline (whichever came first) and for Liverpool occurred eight weeks after the first 
session. 
The therapies offered also differed. The GP purchasing pilot provided only osteopathy 
and chiropractic and had the largest number of returns (n=312). The Lewisham 
(n=179) and Impact (n=54) services almost mirrored each other as they offered 
acupuncture, homeopathy and a manipulation treatment (osteopathy at Lewisham and 
chiropractic at Impact). Liverpool (n=69) and Glastonbury (n=224) provided five 
therapies; both offered osteopathy, acupuncture, massage and homeopathy while 
Liverpool also provided counselling and Glastonbury offered herbal medicine. The Tzu 
Chi service (n=212) offered over eight different therapies. 
In comparing across the services, four aspects consistently have confidence intervals 
which do not cross zero. They are: role physical, social functioning, pain and vitality. 
However, although there is evidence of benefit, there is variability in the range of 
clinical significance. For example, the scores with the largest change were found with 
pain. The GP purchasing pilot scores showed the greatest impact (95% CI 20.8 to 
26.7), closely followed by Impact (95% CI 19.7 to 34.7). A less clinically important 
difference was found with vitality. The least change appears to have been made with 
role emotional, mental health and general health. However, although there is little 
change, there also appears to be little evidence of harm as the largest negative 95% 
confidence interval was -4.1 (Liverpool). Overall, the Liverpool evaluation had the 
poorest outcomes, which perhaps is because the 'after' questionnaires were 
administered eight weeks after the treatment started, which in many cases was while 
treatment was still on going (Appendix G). 
Comparing the results of the data from the Lewisham and Impact services is 
interesting, as the same type of therapies were offered, although the Lewisham 
evaluation had over three times as many returns. In looking at the two, scores for role 
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physical, social functioning and -vitality were similar wl-ýich suggests that the therapies of 
acupuncture, homeopathy and manipulation treatments have a marked impact on role 
physical, with a more modest influence on social functioning and vitality. 
In exploring the effectiveness of services, the GP purchasing pilot offering osteopathy 
and chiropractic, the Impact service offering chiropractic, homeopathy and 
acupuncture and the Lewisham service offering acupuncture, homeopathy and 
osteopathy consistently produced the highest scores across all SF36 aspects. 'Ibis 
suggests that these particular services were highly effective. 
Another health status measure frequently used was MYMOP. MYMOP stands for 
Measure Yourself Medical Outcomes Profile and is a self-reported patient 
questionnaire. In this questionnaire, patients identify their first and second priority 
symptoms that "bother" them the most and an activity that is affected by those 
symptoms, which they then score on a Likert scale of 0 to 6 from as "as good as it can 
be" (=O) to "as bad as it can be" (=6) in the past week. 'Mey also rate their wellbeing 
on the same scale. A NfYMOP profile score combining those four scores can be 
created. A change in score from 0.5 to 1 is considered to be clinically significant 
(htW: //www. hsrc. ac. uk/m=ol2/faq. h accessed 22.3.07). In a comparison of SF36 
and MYMOP, MYMOP was found to be more sensitive to change (Paterson, 1996). 
Although eight evaluations included MYNIOP data, only six included enough details to 
be included in this analysis. All six offered homeopathy, %ith two specialising only in 
that therapy (Coventry [n=80] and North Kirklees fn=651). Sheffield Menopause clinic 
(n=54) additionally provided aromatherapy and reflexo1ogy, while Impact offered 
acupuncture and chiropractic (n=85). Get Well UK provided acupuncture, 
aromatherapy, massage and osfeopathy as well as homeopathy. CHIPs provided over 
ten different therapies. 
All administered the baseline questionnaire at referral or initial treatment. Follow ups 
were consistently administered at the final treatment. Not all evaluations reported all 
XMIOP aspects, however. North Kirklees only reported data for the first symptom 
and wellbeing, while Get Well UK only reported the NMIOP profile score. With the 
data available, I can report confidence intervals from five evaluations for the first 
symptom and wellbeing, from four evaluations for the second symptom and activity 
and from three evaluations for MYMOP profile. 
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Overall, the first symptom showed the greatest change followed by the second 
symptom. Scores from the Coventry and Impact services showed the most 
improvement. For the first symptom, Impact recorded the highest level of change 
(mean difference 2.6,95% CI 2.3 to 3.0) closely followed by Coventry (mean difference 
2.5,95% CI 2.08 to 2.9). For the second symptom, these two services reversed places 
with Coventry showing the greatest change (mean difference 2.5,95% CI 2.0 to 3.0) 
followed by Impact (mean difference 2.4,95% CI 1.9 to 2.9). For activity, again 
Coventry demonstrated the greatest change (mean difference 2.4,95% CI 2.0 to 2.9) 
and Impact ýame second (mean difference 2.0,95% CI 1.5 to 2.4). But for wellbeing, 
Impact had the greatest score (mean difference 1.7,95% CI 1.3 to 2.1) with North 
Kirklees (mean difference 1.6,95% CI 1.2 to 2.0), rather than Coventry, demonstrating 
the next greatest level of improvement. Neither Coventry nor Impact reported profile 
scores and so Sheffield Menopause clinic showed the greatest improvement (mean 
difference 2.1,95% CI 1.5 to 2.7) (Appendix G). 
All the services showed an impact in terms of patient reported health status. The 
average change in score was consistently greater than one (the accepted upper 
threshold for clinical significance) and in some cases it was closer to a two and half 
point difference. This suggests that the services had a substantial effect on health 
status. Although I recognise that there is considerable debate about clinical significance, 
in my own private practice as a therapist, I found that usually MYMOP scores needed 
to change by two points for clients to appreciate any difference. This was the case for 
the first and second symptoms for all services except CHIPs, but less change was 
noticeable for activity and wellbeing. 
4.4.1.2 NHS cost pressure infoffnation provided by service 
evaluations 
Whereas it is possible to measure health outcomes from these evaluations, data on 
NHS cost pressures is sketchy. Furthermore, they are difficult to compare since 
different evaluations used different methods to calculate savings. However, all accessed 
their data from GP records. 
For prescription rates, four evaluations (Coventry, St. Margaret's, Get Well UK and 
Newcastle) used the denominator of service users, while another (Glastonbury) used 
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the denominator of total number of prescriptions. Timing of data collection also 
varied. Two evaluations collected data six months before and after treatment (Coventry 
and Newcastle), two 12 months before and after (Glastonbury and St. Margarets), one 
16 months before and 9 after (Impact) and one 24 months before and an average of 5.7 
months after (Get Well UK). 
Six evaluations reported cost data, but two were of especially poor quality (Newcastle 
and St. Margaret's) as they took a sub-sample population (unclear as to how selected), 
extracted medical records and then extrapolated their findings across the entire study 
sample, which resulted in higlily impressive figures. 
Although data on cost pressures from these evaluations are not trustworthy, overall for 
prescriptions, three out of five evaluations reported that these services reduced 
prescription rates substantially. The Newcastle evaluation reported a 39% reduction, 
Glastonbury a 45% reduction and Coventry a 57% reduction. The services at Impact 
showed no effect on prescription rates (95 % CI -0.09 to 0.16). The evaluation of Get 
Well UK found that costs for prescriptions for referred conditions increased after 
treatment (mean pre-treatment C3,24,95% CI L1.80 to 'T4.80 and mean post-treatment 
L3.75,95% CI L1.74 to L6.49), although records for only 33 people were included 
(Table 4). 
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Table 4 Changes in prescription r,, ttc, s icientific(i in service c\%iltiations 









Coventry 49 0 month, 28 2,8, () 7.3 




Glaston- 41 12 months 88 382.47 
bury before & 12 prescril)tiotis 
after in total 
rcduccd to 48 
(45(),, 
reduction) 
St 24 12 months 8944 
Margarets before & 12 
after 
Newcastle 70 6 months 41 I)ColAc 52() 




Impact 28 16 11-1011ths Change of -0.1 to 0.1 
before &9 0.04 (SD 
after 0.35) 
Get Well 33 24 months Pre trcatment Jýl -80 to t-1.80 UK before & mean (3.24 jT74to/'6.49 
avcragc 5.7 Post 
months treatment 
after mean 1'3.75 
Six evaluations reported on the impact of the complementary thcrapy sen, icc on GP 
consultation rates. Reported rates of reduction ranged from 31",, (for two cvaluation, ) 
to 71 " o. Two evaluations provided data to calculate confidence intervals, with Covcntrv 
indicating a modest change (mean difference 1.2,95 (',, (A 0.4 to 2.0) while Impact 
results suggested there was no change (mean difference 0.1,95" o CA -0.1 to 0.4). Data 
from the Get W01 UK evaluation Suggested that consultati0ii rates aCtU, 111ý' increased 
from a mcan different of 0.5 (95'), o CI 0.4 to o. 7) pre treatnictit to a nican chffcrcticc of 
0.8 (95'), o CI 0.6 to 1.1) post treatment. To put these data into context, the average 
consultation rate for fernales in the UK is fivc per year and for males It is thrce. 
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Table 5 Changes In GP Consultation rates icictitificd III servicc evaluations 












Coventry 49 6 mwith, 6.4 5.3 L'I (1.4 to 
before & aftcr 2.0 
Impact 28 16 months -------- ---------- 1 (SDO. 6) -(). I to 
before &9 (1-4 
after 
Glastonbury 41 12 111onths 3.1 2.2 31" o 
before & after reduction 
St Margarets 24 12 month, 3.1 1. () 71 ('ti 
bcforc & after reduction 
Newcastle 70 6 months 5.7 4.0 3 V,, 
before & after reduction 
Get Wcfl'LJK 33 24 months 0.5 0.8 0.4 to 
before and 
average 5.7 0.6 to 
months after 1.1 
Glastonbury and St. Margaret's provided data oil secondary care consultations, but the 
data arc so different (and dublous in the case of St. Nlargaret's) that tlicy are impossible 
to interpret. The Gut Well 1711, evaluation found that the number of referrals and tests 
to secondary care were reduced (mean 1.4 pre treatment to nican 0.7 post treatment), 
as were their corresponding costs (mcan Ll 12.64 pre tr(ý%itment to 1: 64.72 post 
treatment), in the averagc of 5.71 nionths after the intcrvcntion ccascd. 
Two evaluations provided licalth oLItcomc data as part of a randOn`liSCd controlled trial; 
otic also provided cost data. 
The Lewishani serrice provided honicopathy, acuptincture or ostcopathy, (icll\, creci by 
professional therapists, for ()%-cr 20 different conchtions. Suven likindred and sixty r\-%, () 
people were randomised into a pragrnatic trial, with a waiting list control (Richardson, 
1001). Of those, 17/9 people in the treatment group and 151 In the control group 
completed both bascýnc and final trcatmcnt SF36 qucstionnaircs. Rcsults suggcst a 
modcrate to strong improvcinent for: 
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Role emotional (mean difference 20.7,95% CI 11 to 30.3) 
Role physical (mean difference 19.9,95 % CI 11.2 to 28.6) 
Social functioning (mean difference 15.7,95% CI 8.4 to 22.9) 
Pain (mean difference 14.9,95% CI 8.5 to 21.2) 
Vitality (mean difference 12.2,95% Cl 7.7 to 17.6) 
General health (mean difference 10.8,95% CI 5.5 to 16) 
Mental health (mean difference 9.3,95% CI 4.1 to 14.4) 
Only physical functioning showed no change (mean difference 6.0,95% CI -1.0 to 
13.1). 
The Randomised Osteopathic Manipulation Study (ROMANS), which was a pragmatic 
randornised controlled trial to assess a GP osteopathy service, did not suggest such 
positive outcomes (\Xrflhams et al. 2003). Two hundred and one patients -%rith neck- and 
back pain were randomised into two groups: usual GP care or osteopathy. Ile groups 
were stratified by location of pain (neck, upper back, lower back or combination). 72 
people in the control group and 70 in the osteopathy group completed a questionnaire 
at two months; 72 people in the control group and 63 in the osteopathic group 
returned a questionnaire at six months. 'Me primary outcome measure was the 
Extended Aberdeen Spine Pain Scale (EAPS). Secondary outcome measures included 
the short form McGill Pain Questionnaire (SMPQ), the SF-12 health profile and the 
EuroQoI index of health utility. 
The results at two months suggested an improvement in score for EAPS (mean 
difference 5.3,95% CI 0.7 to 9.8) and SF 12 mental health (mean difference 6.7,95% 
CI 2.7 to 10.7) for the osteopathy group, but all other measures suggested there was no 
change. At six months, the previously recorded improvement in EAPS disappeared 
(mean difference 4.4,95% CI -1.5 to 10.4), but. the SF 12 mental score improvement 
persisted (mean difference 5.5,95% CI 1.0 to 9.9). None of the other measures 
suggested any change. 
The outcome on the SF12 mental score was the only one that showed both short and 
long term improvement for osteopathy. However, the authors argued that the weak or 
absent association found in the other measures could be due to them being "less 
responsive" to change. They concluded that primary care osteopathy improved short- 
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term physical and longer-term psychological outcomes. My interpretation of these data 
is less generous. There is weak to non-existent evidence from this study to support the 
premise that GP osteopathy is better than usual care for neck and back pain, but 
mentally people feel better. 
In addition, as part of the ROMANS study, data on health service utilisation were 
extracted from medical records from 101 people in the usual care group (93%) and 86 
in the osteopathy group (95%). In looking at NHS cost pressures, the researchers 
considered a variety of measures, including GP contacts, primary health care team 
contacts, investigations, prescriptions, consultant contacts, A&E contacts, in-padent 
episodes, physiotherapy contacts, aids and appliances. They determined costs for any 
condition, as well as specifically for spinal pain. They found a difference between 
groups in mean total costs of almost C22 (95% CI -k159 to C142) (these costs include 
the costs of the osteopathy treatment), but the confidence intervals suggest there was 
no relationship between provision of the osteopathy service and decreased costs. 
However, a between group difference of k65 in mean costs for spinal pain alone did 
demonstrate an association (95% CI ; C32 to L155), suggesting that the osteopathy 
service reduced costs due to spinal pain (W'illiams et aL 2004). 
There are many possible reasons why the Lewisham and ROMANS studies resulted in 
such different outcomes. Perhaps, as suggested by the ROMANS authors, their choice 
of outcome tools were not sufficiently responsive to change and the SF36 tool used in 
the Lewisham study is more sensitive. Therapists might contend that the difference in 
the studies suggests that treatments delivered by professional therapists instead of 
biomedically trained practitioners give better results. Others might argue that this 
demonstrates the methodological challenges in carrying out randornised controlled 
trials of complex interventions like complementary therapies and other methodologies 
should be used. Still others could point out that the wide confidence intervals of the 
ROMANS study suggests an underpowered study. Regardless, the evidence is relatively 
inconclusive. 
So in summary, in looking at complementary therapy service evaluations, data from 
validated health outcome questionnaires suggest that these services do have an impact 
on self-reported health status. SF36 scores indicate the most substantial change is for 
pain, but role physical, social functioning, vitality and mental health aspects also 
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demonstrated improvement. IýMIOP scores suggest that the greatest impact these 
services had was on the first and second symptoms of primary concern, both of which 
indicated change of clinical significance. So in examining before and after health 
outcomes for evaluations without a control group, NHS complementary therapy 
services appear to be making a difference to the patient. However, pragmatic trials 
challenge this interpretation, as one study suggested substantial improvement and the 
other did not. 
The impact of these services on NHS cost pressures is much less clear. The data are so 
poor, it is hard to make a judgment. In many cases, the methodology is suspect or key 
information, such as standard deviations and confidence intervals, are missing. In the 
more robust evaluations of GP consultation rates (Coventry, Impact and Get Well 
Uký, one found no change, one found a reduction and the other found an increase. 
Only two evaluations (Impact and Get Well UKý gave sufficient data for prescription 
rates finding no change and increased rates post treatment respectively. There are 
perhaps many reasons why this might be so. For example, one participant in my study 
mentioned that although benefiting substantially from acupuncture, she was still seeing 
her GP regularly to pass on updates about her health status. Perhaps other patients also 
behave in this way. 
Having explored the evidence offered by evaluations, in the next section I will go on to 
explore the clinical research evidence for two complementary therapies, acupuncture 
and homeopathy. These two therapies were chosen as they were practised by the 
therapists in the observational part of this study. 
4.4.2 Information provided by clinical evidence 
It is beyond the scope of this study to do justice to the entire clinical evidence base for 
either acupuncture or homeopathy; selection is necessary. In meeting the aim of giving 
a brief summary of the clinical evidence for each therapy, I have consulted well 
respected sources such as the NFIS Centre for Reviews and Dissemination and the 
Cochrane Collaboration. I have also included those reviews and studies that arc well 
known within the complementary therapy research community, as their absence would 
be glaring on-lissions. By such selection criteria, many illuminating studies may be 
overlooked, but my purpose is to provide an overview of key research. 
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4.4.2.1 Acupuncture 
'Me clinical trial evidence base for acupuncture has grown substantially, however the 
results depend on the condition studied. Published in 2001, the most recent Effective 
Healthcare Bulletin for acupuncture concluded: 
Acupuncture appears to be effective for postoperative nausea and 
vomiting in adults, chemotherapy-related nausea and vomiting and 
for postoperative dental pain. Current evidence suggests that 
acupuncture is unlikely to be of benefit for obesity, smoking 
cessation and tinnitus. For most other conditions, the available 
evidence is insufficient to guide clinical decisions (7VHS Centre for 
Reviews and Dissemination, 2001b). 
Cochrane Collaboration reviews, which are often perceived as the gold standard, 
concur with tl-ds, suggesting that the clinical evidence is good for the use of 
acupuncture for chemotherapy induced nausea or vomiting (Ezzo et al 2006), post 
operative nausea and vomiting (Lee and Done, 2004), idiopathic headaches (Melchart et 
al. 2001) and neck disorders (Trinh et al 2006) and low back pain. (Furlan et al 2005). 
In their review of the acupuncture evidence base, Birch and colleagues concluded that 
results for migraine, low back pain and temporomandibular disorders were considered 
positive by some and mixed by others, for fibromyalgia, osteoarthritis of the knee and 
tennis elbow, the results were promising but more research was needed; and for 
chronic pain, neck pain, asthma and drug addiction, the evidence was inconclusive 
(Birch et al 2004). 
In 2004 in a major study funded by Health Technology Assessment, Vickers et al 
Jound that people having acupuncture experienced 22 fewer days of headaches 
annually, used 15% less medication, made 25% fewer visits to GPs and took 15% fewer 
days off sick They concluded that acupuncture services for headaches should be 
considered by NHS commissioners (Vickers et al 2004). 
In conclusion, the scientific evidence for acupuncture is growing but patchy, and 
studies tend to focus on the benefits of needling for specific conditions. In some areas, 
reviews of the evidence are positive, in others negative and for most inconclusive. 
Furthermore, little is known about impact of acupuncture treatments on NHS cost 
pressures. I will now turn to the clinical evidence base for homeopathy. 
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4.4.2.2 Homeopathy 
Kleijnen and colleagues carried out one of the first systematic reviews of homoeopathy 
in 1991. Of 105 trials, 81 had positive results and 24 were negative. They concluded 
that the results were promising, but the methodological quality of the trials was poor. 
They also noted that the mechanism of action was implausible (Kleijnen et al 1991). 
Another influential review was published by Linde and colleagues, a few years later in 
1998. They found that the clinical effects of homeopathy were not attributable to 
placebo alone (Linde et al 1998). 
Several other reviews have been carried out since, but the focus has been as to whether 
homeopathy is superior to placebo, rather than evaluating homeopathy for specific 
clinical conditions (Linde et al. 2001). This raises another issue. Testing for specific 
conditions is a biomedical approach. Homeopaths tend not to treat a single symptom 
but the "picture" as a whole, including a range of physical, mental, emotional and 
spiritual conditions. Hence, the perennial problem of this approach is that it might be 
valid for some biomedical professionals but not homeopaths. Nonetheless, some 
condition specific trials and subsequent reviews, have been carried out in homeopathy, 
most notably Cochrane Reviews for asthma (McCarney et al 2003), influenza (Vickers 
and Smith, 2006), dementia (McCarney et al 2002) and induction of labour. (Smith, 
2003). All of these reviews found insufficient high quality trials have been performed 
to deten-nine the effectiveness of homeopathy for any of these conditions. 
Given the persistent lack of trial data, the NHS Centre for Reviews and Dissemination 
(CRD) &dance for clinicians on homeopathy is unsurprising. They concluded: 
The evidence base for homeopathy needs to be interpreted with 
caution. Many of the areas that have been researched are not 
representative of the conditions that homeopathic practitioners 
usually treat. Additionally, all conclusions about effectiveness 
should be considered together with the methodological problems of 
the research. There is currently insufficient evidence of 
effectiveness either to recommend homeopathy as a treatmentfor 
any specific condition, or to warrant significant changes in the 
current provision of homeopathy (NHS Centre for Reviews and 
Dissemination, 2002). 
In updating this review of the evidence base for homeopathy in 2007, Kayne found 
that three of the six meta-analyses conducted in homeopathy since 2002 demonstrated 
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that the benefits of homeopathy were beyond placebo, but more evidence was needed 
(Kayne, 2007). 
The most negative (and well known) meta-analysis of homeopathy recently was 
conducted by Shang and colleagues. They used sophisticated statistical techniques to 
compare both biomedical and homeopathic treatments concluding 
Biases are present in placebo-controlled trials of both 
homoeopathy and conventional medicine. nen account was taken 
for these biases in the analysis, there was weak evidence for a 
specific effect of homoeopathic remedies, but strong evidence for 
specific effects of conventional interventions. This finding is 
compatible with the notion that the clinical effects of homoeopathy 
are placebo effects (Shang et al. 2005). 
This study generated a storm of controversy in both mainstream mediums (e. g. 
www. guardianonline. co. uk and BBC News broadcasts such as the Today programme) 
and academic journals. Most famously Richard Horton, editor of the Lancet, declared 
"the end of homeopathy" (Horton, 2005b). Meanwhile supporters of homeopathy 
were scrutinising the study and identifying methodological flaws (Peters, 2005; Kiene et 
al 2005; van Haselen, 2005). This led to the scenario anticipated by Vandenbroucke 
published in the same issue of the Lancet as the meta-analysis: 
Thus Shang and colleagues arrive at a class judgment about 
homeopathy that will be gladly accepted by many who always 
thought homeopathic evidence was contaminated Others will claim 
that this analysis amounted to data dredging (Vandenbroucke, 
2005). 
So overall, the evidence for homeopathy is inconclusive because of methodological 
problems, the paucity of high calibre trials and the inherent paradigmatic tensions 
between the homeopathic and medical understanding of disease and mechanisms of 
action. Although research into homeopathy continues apace, for many there is 
insufficient evidence to extend the provision of homeopathy within the NHS. For the 
ordinary clinician, this creates a situation in which little guidance is available (Linde el al 
2001). 
In summarising the evidence on the therapeutic effectiveness of acupuncture and 
homeopathy, I have suggested that the evidence for acupuncture is good for a few 
conditions, developing towards favourable in others, poor for some and inconclusive 
for most. In general, the evidence base for homeopathy (in terms of meeting 
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biomedical criteria) is less developed, as fewer condition specific trials seem to exist. 
Furthermore, debates on the 'mechanism of action'have displaced the development of 
homeopathy research much more so than for acupuncture. In addition, acupuncture 
and homeopathy research are dogged by methodological challenges and poor quality 
research. I have also pointed out that interpretation of the evidence is not value free. 
4.5 Discrepancies between rhetoric and reality 
Having explored the theme of 'the reality of evidence available' by discussing the 
evidence for complementary therapies from two sources (service evaluations and 
clinical evidence, specifically acupuncture and homeopathy), I will now go on to argue 
that although the official public discourse at policy and local level designates "strong 
evidence" as the arbitrator of NHS mainstrearning, in practice clinical evidence may 
play a smaller role. 'Mis will develop the theme of 'discrepancies between rhetoric and 
reality'. In particular, I will develop the following points: 
NHS complementary therapy services have been established despite the lack of 
clinical evidence. 
* Doctors, who state clearly that clinical evidence is needed before 
complementary therapies are available in the NHS, nevertheless refer when 
such services are made available. 
Hcrbal medicine has one of the best evidence bases, yet of the Group 1 
therapies it is the least prevalent within the NHS. 
Other therapies, such as counselling, have made much more substantial 
progress within the NHS, despite limited clinical evidence. 
While claiming to prioritise clinical evidence, NHS professionals appeared to 
rely more on what they believed, than what they knew, to be true about 
complementary therapies. For example, few study participants were certain of 
either the extent or strength of clinical evidence on complementary therapies, 
or where to find it. 
These points are expanded below. 
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4.5.1 Services are set up in the NHS despite lack of clinical 
evidence 
Although the spread of NHS complementary therapy services is embryonic, 
nonetheless a few have been established, despite the lack of clinical evidence. 
Interestingly, this absence can actually be used as a lever in establishing new services. In 
both case sites in this study, the instigators argued that the lack bf evidence was a 
compeffing reason for service provision. 
It was really difficult trying to say to them, this is why we're making 
a pilot project so we can do that research and we can hopefully 
gain some facts and figures from this, to actually then move on. 
(Co-ordinator, MD, line 285) 
[Participant was asked what advice she ' would give 
to others 
thinking about establishing a NHS complementary service. ] 
Building some research into it, research from the service delivery 
point of view but research into the clinical point of view as well. 
Maybe they might be combined but I think ifyou can do that, then 
at least you can justify it. Do it on the basis we did. Look at it and 
see if it is working. If it isn't working, what's the point of carrying 
on with it? But also build up a basis for saying- look it does work 
and we can show it works. (Doctor, WW, line 14 7) 
Not only are NHS complementary therapy services established despite a lack of clinical 
evidence, but in some cases the lack of clinical evidence forms part of the rationale for 
their provision. 
4.5.2 Doctors refer despite lack of clinical evidence 
In addition, once complementary therapy services do exist, doctors, who espouse the 
evidence based rhetoric, reýer despite the lack of scientific proof. For example, a 
steering committee member from the first case site recalled during an interview the 
lukewarm reaction the proposed service got from a particular doctor when they held 
initial steering meetings. 
A: We didn't get much response from the health professionals. We 
did have one doctor from the surgery came along ... And she was 
quite anti itfrom the beginning. 
Q: And do you remember what her reasoning was? 
A: Basically not knowing enough about the therapies and whether 
they work or whether it would work (Co-ordinator, MD, line 41) 
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Four years later, I interviewed this same doctor and found she still believed there was 
little evidence and appeared indifferent to the service. 
There wasn't a great deal of evidence at that time. I don't know if 
there is. Ifyou look at the studies there still isn't a great deal of 
hard evidence of the efficacy of complementary therapies. (Doctor, 
HC, line 15) 
Yet interestingly, in comparing her behaviour reported during interview with her actual 
behaviour derived from the referral database from tlýs site, this doctor was the third 
highest referrer of twenty-four doctors in total, accounting for 10% of the overall 
referrals to the service. So, despite her long held conviction that good clinical evidence 
should precede the mainstrearning of complementary therapies into the NHS, in 
practice she regularly referred to therapies where she believed evidence is scarce. This is 
of course not true across the board, many doctors who require evidence do not refer 
because of the lack of evidence and their words and actions are congruent. But this 
particular doctor, who displayed a discrepancy between rhetoric and reality, was an 
interesting example of what may also be common - doctors who call for clinical 
evidence refer nonetheless for other reasons. 
4.5.3 Herbal medicine and the manipulation therapies 
A further factor that casts doubt on the extent to which clinical evidence is the arbiter 
of access to the NFIS is that the relationship between robust clinical evidence and 
degree of mainstreaming is tenuous at best. If clinical evidence really is crucial, then we 
would assume that the complementary therapy with the strongest scientific evidence 
base would be most prevalent within the NHS. But tl-ýs is not the case. 
As of the summer of 2007, the Cochrane Collaboration has published over 35 reviews 
of herbal medicine. Over ten have found positive results for conditions such as benign 
prostate hypoplasia, bronchitis and chronic venous insufficiency. More suggest that 
herbal treatments may help (a few are elevated to "promisinn, but generally, reviews 
conclude that more high quality research is needed (www. cochrane. org last accessed 
25.7.07). Because of the extensiveness of trial data on herbal medicine, Professor Ernst, 
co-author of the Desklop Guide to Complementag Therapies, has stated that herbal medicine 
has the greatest evidence base of all complementary therapies, with the most systematic 
reviews demonstrating therapeutic effectiveness Tmst, 2003). Yet a national follow up 
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survey of NHS complementary services showed that the proportion of GP surgeries 
offering herbal medicine was much lower than for other therapies. For example, in 
2001 only 2.7% of GP practices offered herbal medicine as compared with those 
offering acupuncture (33.6%), osteopathy or chiropractic (23%) or homeopathy 
(21.1%) (Ibomas et al 2003a). Furthermore, in looking at which therapies grew the 
most within the NHS between 1995 and 2001, osteopathy and chiropractic provision 
increased over 300%. Access to herbal medicine, on the other hand, grew by 80%, but 
in real terms provision only increased from 1.5 to 2.7 of GP practices surveyed 
(Momas etal 2003a). 
Osteopathy and chiropractic are amongst the most popular therapies offered in the 
NHS, yet as of March 2007, only three Cochrane reviews of manipulation therapies 
have been carried out (Gross et al 2003; Hondras et al 2005; Proctor et al. 2006), two 
of which found there was not enough evidence to either support or refute manipulative 
therapies for dysmenorrhea or asthma (Hondras et al. 2005; Proctor et al. 2006) and 
one of which found good evidence of benefit for mechanical neck disorders (Gross et 
al. 2003). 'Mere are no Effective Healthcare Bulletins for manipulative therapies and 
some systematic reviews have found the evidence was inconclusive (Astin and Ernst, 
2002; Assendelft et al. 2003; Ernst and Canter, 2006). However, more recently, their 
evidence base is believed to be improving (Ernst et al 2007). But despite the lack of 
conclusive evidence, osteopathy and chiropractic have thrived in the NHS, while herbal 
medicine has made infinitesimal inroads. 
This less enthusiastic uptake of herbal medicine in the NHS was also demonstrated on 
the ground in one case site. When interviewing a member of the steering conunittee 
member at the first site, I asked which therapies were not acceptable to GPs. He 
replied: 
Part of us [wanted] herbal remedies hut then people thought that 
was a bit too soon really to do all that.... I think that was one, one 
of the ones that we said to the GPs you know what about herbal 
remedies? And he wasn't quite sure on that. (Co-ordinator, MD, 
line 521) 
So despite the GP representatives on the steering committee insisting that clinical 
evidence should be the main criterion for the provision of particular therapies, herbal 
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medicine, which has a more substantial evidence base, was not selected for NHS 
provision. 
4.5.4 The case of counselfing 
Another example of this mismatch between rhetoric and practice is exemplified by 
counselling. Much of its proliferation pre-dates the production of clinical evidence on 
counselling. 
In 2001, a national survey found that about half of all GP practices offered access to 
counselling (Mellor Clark el al 2001). Published in the same year were an Effectiveness 
Matters bulletin (NHS Centre for Reviews and Dissemination, 2001 a) and Department 
of Health guidelines on counselling (Department of Health, 2001b). The following year 
a Cochrane Collaboration review was published (Bower el al 2002), which was revised 
in 2006 although results remained the same. Findings from these three higl-Ay respected 
sources were similar: 
" Counselling resulted in improvements in health outcomes up to six months 
following treatment (standardised mean difference between counselling and 
cusual care' -0.28,95% CI -0.43 to -0.13, n=772,6 trials) but not for eight or 
more months (standardised mean difference -0.09,95% CI -0.27 to 0.10, 
n=475,4 trials) (Bower el al 2002) 
" There was no clear cost advantage to the NHS 
" Much more research was needed as the Effectiveness Matters bulletin and the 
Cochrane Review only contained seven trials. 
So, over half of all GP practices offered access to counselling, before reliable sources 
published their reviews of the evidence. Furthermore, the actual number of trials 
contributing to their recommendations was small. In addition, the evidence for 
improvement was modest and limited to the short term. This suggests that counselling 
has flourished despite the lack of robust evidence of therapeutic effectiveness. When I 
recently put this to Nancy Rowland, the Head of Rescarch at the British Association 
for Counselling Practitioners and co-author of the Cochrane Review, she agreed 
wholeheartedly. Although doubtless, the production of good quality evidence helps and 
in the past five years much more research on counselling has been carried out. 
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A further irony is that although the Cochrane review for counselling found only 
modest benefit (standardised mean difference -0.28,95% CI -0.43 to -0.13,6 trials), the 
Cochrane review for mechanical neck disorders found much stronger evidence for the 
manipulative therapies (standardised mean difference -2.73,95% CI: -3.30 to -2.16,13 
trials). Yet still counselling is much more widespread within the NHS than osteopathy 
or chiropractic. To say that there is an inverse relationship between strength of 
evidence and uptake in the NHS would be overstating the case. Nevertheless, in 
looking at herbal medicine, the manipulative therapies and counselling, it would appear 
that clinical evidence of therapeutic effectiveness is only one of many factors mitigating 
acceptance within the NHS. 
4.5.5 NHS professionals may rely on what they believe, rather than 
know 
My questioning of the position of clinical evidence as the gatekeeper to the NHS 
deepened, as I gradually realised during fieldwork that many participants were not 
familiar with the evidence on complementary medicine. Often statements with NHS 
professionals in interviews were qualified with "I think" or "my impression is". For 
example, 
Well my impression is that there is a lot of evidence for 
acupuncture and chiropractor and things like that. (Doctor, BM, 
line 28) 
I think the evidence is it's patient satisfaction even if there isn't 
health effectiveness. (PCTManager, BC, line 41) (emphasis mine) 
As I began to explore this, I became curious to learn if others knew the research 
literature. So, I modified the topic guide to include a question on whether and where 
they accessed information on clinical evidence for complementary therapies. I soon 
realised this was rather challenging. Some clinicians sidestepped the question, usually by 
discussing the lack of evidence in complementary therapies in general. A PCT manager 
was more forthright and admitted that he relied on what was presented to him, but did 
not often go directly to original sources. Another PCT manager reeled off a fist, 
including several well known sources. Surprised by his obvious knowledge when thus 
far I had encountered sheepish looks in response to this question, I enquired further 
and learnt that he disseminated NICE guidance throughout the organisation and as 
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such a significant part of his job involved keeping up to date with research. A doctor at 
the first site also appeared much more informed, but this was because she had an 
academic research post and was a member of a NICE expert panel. 
So many clinicians and PCT managers in this study were not familiar with the research 
literature on complementary therapies, but their prevailing opinionwas that, with some 
exceptions, there was little clinical evidence. 
I think the lack of evidence has probably been the downfall of 
complementary medicine. (Doctor, WW, line 239) 
I think the evidence base is-lackingfor a lot of it, particularly with 
homeopathy. But some things do work, however, for example the 
use of aromatherapy in the hospice, chiropractic in certain 
circumstances. (PCTmanager, RA, line 12) 
The belief that the clinical evidence for complementary therapies is poor and/or 
nonexistent may be reinforced by lack of knowledge of where to find it. This particular 
finding emerged while observing a Professional Executive Committee (PEC) meeting 
on complementary therapies. PEC members include senior PCF managers, such as the 
Chief Executive, Director of Finance, Director of Public Health, Director of 
Commissioning and various primary healthcare representatives. Ihe aim of the 
committee is to regularly review existing services. About twenty minutes into the 
meeting, a woman came into the room, sat beside me and introduced herself as the 
Deputy Director of Public Health. She said she had recently been made the PCT lead 
for complementary medicine. She wanted to familiarise herself with the evidence on 
complementary therapies and was seeking advice on where to access it. What made this 
exchange particularly interesting was that in interviews with PCT managers, they stated 
that they took guidance on the evidence in general (and about complementary therapies 
specifically) from the Public Health Department. 
So I think there's a lot around training, probably particularly 
getting the public health community behind this and saying actually 
this is a good buy, we should be doing more of it. Because they're 
the ones we tend to go to for looking at effectiveness in particular, 
interventions and which ones we should use. (PCT manager, BC, 
line 85) 
So if the Public Health lead for complementary medicine is not sure where to obtain 
clinical evidence on complementary therapies, and the Public Health department is 
responsible for feeding that information to the rest of the commissioning agency, then 
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it is debatable whether the existing clinical evidence on complementary therapies has 
much chance of finding its way to the right people. 
Perhaps to some extent, the Deputy Director of Public Health and others struggle to 
identify sources of clinical evidence on complementary therapies, because so little 
permeates the usual channels. As one PCT manager in my study highlighted, just as 
there is a hierarchy of types of evidence, there is also a hierarchy of evidence sources. 
And I suppose it's a question of who you trust as a source. The 
places I trust as a source would be Clinical Evidence, the Drugs 
and Therapeutics Bulletin, the Therapeutics Initiative which is a 
Canadian equivalent, NICE, the HTA, places like that. (PCT 
manager, RA, line 12) 
Another study participant, who was a clinician, identified a different set of good quality 
sources. 
A: Cochrane reviews are about the only things I really trust. 
Q: What is it about Cochrane reviews that means you really trust 
[them]? 
A: The methodology. They are done to strict methodological 
criteria, which is kind ofpolýCed by the Cochrane Review group. I 
also trust SIGN guidelines and the NICE [guidelines] (makes a so- 
so sign with her hand). (Doctor, SS, line 71) 
Interestingly, even though this particular clinician is a contributor to Clinical Evidence, 
mentioned by-the PCT manager quoted previously, she did not cite it as a trustworthy 
source. 
When I mentioned these sources to other interview participants, it was pointed out that 
apart from the Cochrane Collaboration, they rarely included information on 
complementary therapies. This may in part be duc'to publication bias. In comparing 
the publication of homeopathy trials in mainstream and complementary medicine 
specific journals, a study found that nearly two thirds of the trials reported in 
conventional journals were negative, compared to 30% of those reported in 
complementary therapy journals. Interestingly, this publication bias did not extend to 
systematic reviews or meta-analyses, as positive and negative findings were equally well 
reported within each (Caulfield and DcBow, 2005). One assumes that if negative 
homeopathy trials are more likely to be reported in mainstream journals, this may be 
true for other complementary theýapies. So if the mainstream press produces a steady 
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drip of negative studies, with the occasional explosive negative meta analysis (Shang et 
al. 2005), beliefs in the ineffectiveness of complementary therapies are probably 
reinforced. 
Furthermore, even if a conscientious individual did manage to find a paper on a 
complementary therapy intervention from a trusted mainstream source that (unusually) 
was positive, there is the lens of personal interpretation. Indi-ýiduals accept the 
evidence that supports the beliefs they already have and reject that which refutes them 
(Bell, 2005). Thus, understandably, there is a lack of consensus about which 
complementary therapies are perceived to have a "strong" evidence base. For example, 
one study participant stated during interview that the evidence for homeopathy for 
some conditions was convincing, (PCT manager BC) while another felt "sceptical". 
(Nurse AL) A third agreed that the evidence for homeopathy was dubious but was 
much more enthusiastic about acupuncture. 
Acupuncture for example there is just so much evidence emerging 
for its effectiveness both anecdotall patient descriptive and 
research based that it would hefoolish not to accept it really. (PCT 
manager, RA, line 12) 
A fourth called both acupuncture and homeopathy "hocus pocus". (PCT manager YW) 
In this study, I found that views about which complementary therapies had the 
c6strongest" evidence base varied. 
In summary, many commissioners and clinicians revealed that, although they are not 
familiar with the clinical evidence on complementary therapies, they believed it was 
probably not robust. But without much direct personal knowledge, they were not sure. 
If they attempt to redress that knowledge gap and turn to their most trusted sources, 
they find scarce information about complementary therapies and the little which is 
discovered tends to be negative, which is likely to concur with their prior beliefs. 'Mis 
then perpetuates the consensus that complementary therapies are ineffective. It is a 
rather vicious circle. 
Of course, it could be argued that those who believe there is little convincing scientific 
evidence about complementary therapies are correct, and during fieldwork, I was 
surprised by how often study participants' views were "right" (by which I mean agreed 
with rny own interpretation), despite their limited access to the research literature. But, 
on filrther reflection, I realised that I simultaneously hold seemingly contradictory 
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beliefs about the evidence on complementary therapies, all of which were echoed by 
study participants. To illustrate, I agree that there is little scientific evidence for 
acupuncture (compared with the evidence for statins), there is good scientific evidence 
for acupuncture (for example compared with my own discipline of kinesiology) and 
there is good scientific evidence for acupuncture for some conditions (for instance, 
compared with homeopathy, which has less condition specific research). I have come 
to realise that the degree to which an intervention is found to have "good evidence", 
depends as much on the other evidence base under comparison. This further 
complicates decreeing an evidence base as "strong". 
I present these findings not to browbeat clinicians and commissioners into feeling 
guilty for not scrutinising the clinical evidence personally. But rather, I make them to 
untangle rhetoric from reality. Various government policies and local rhetoric from key 
gatekeepers have stated that robust scientific evidence is the key to inclusion of 
complementary therapies in the NHS, yet in practice, behaviours contradict this and 
other complicating factors such as personal interpretation is ignored. Uttlc breaks the 
cycle of negative reinforcement that complementary therapies are ineffective. So what 
else influences perspectives on complementary therapies? In the next section, I will 
develop the theme of 'other influences on decision making' and I will argue that 
another trusted source - that of tacit knowledge gained from informal, unofficial 
networks - can influence commissioners and clinicians just as powerfully. 
4.6 Other influences on decision making 
4.6.1 Patient and prior clinical experiences 
In the absence of clinical evidence, patients' experiences help some clinicians form 
perceptions of useful interventions. For example, a practice nurse from the first case 
site and a doctor from the second commented 
... things like acupuncture and the Buteyko method 'cos anecdotally I've got people who, you know, in the past, not here but in the past 
who have tried it and you know have found themselves to be so 
much better. But you have to go on the evidence. (Nurse, PN, line 
53) 
I don't think you can't just ignore your own experience of things. 
Oka perhaps that doesn't go down particularly well these days. If Y, 
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I hand out these particular tablets and most people get better on 
them, you carry on doing that. Or ifyou see one person who has a 
bad reaction to something then that is what you tend to remember. 
It perhaps is wrong but at the end of the day you are dealing with 
an individual person. (Doctor, WW, 111) 
Interestingly, both clinidans seem to feel somewhat uneasy in proposing that patient 
experiences have validity. The first qualifies her views by concluding "but you have to 
go on the evidence", while the second states somewhat defensively that "okay perhaps 
that doesn't go down particularly well these days" and "it perhaps is wrong". '111is 
suggests that prioritising patient experiences over Clinical evidence is somewhat 
subversive and counter-cultural, a concern echoed by Sir Denis Pereira Gray (Pereira 
Gray, 2005). 'Me role of patient experience in influencing clinicians' views win be 
developed further in section 5.4.1. 
Past clinical experiences were also reported by doctors as highly influential in their 
decision-malcing. 
One [influence on decision-making] is my own past experience, so I 
tried this before and it worked and I tried this before and it was a 
disaster. So I may not try it again or try it with more caution. 
(Doctor, PS, line 89) 
Another confessed that sometimes her previous experiences disagreed with the 
evidence. 
Well obviously I take into account the evidence, but I don't tend to 
look at the whole evidence right across the board and going back a 
long way. Like the recent HRT, everybody sort of reacts and well 
we've got this one study and I'm sony I can't just throw away all 
the things I've read about andyour own experience. (Doctor, W, 
line I H) 
So, personal interpretation of the evidence is often coloured by tacit knowledge gained 
from patient feedback or prior clinical experiences. T'his contributes to the decision 
about which studies are accepted or rejected. This adds further complications to the 
House of Lord's recommendation that complementary therapies with "strong" 
evidence be mainstreamed. 
4.6.2 Experts 
Patients and prior clinical experiences are powerful sources that shape views, but 
another is specialists or experts in the subject matter. For example, an executive 
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manager at the first site said during interview that he leamt of evidence mainly through 
what was presented at PEC meetings. In these meetings, the lead PCT manager for an 
area, such as elderly services, gives a brief overview of the evidence from clinical trials 
and service evaluations, as part of their introduction to their presentation on current 
service provision. Another manager identified subject specialists outside his 
organisation as sources of expert advice. 
I remember speaking some time ago to someone from the 
Homeopathic Hospital in London and clearly there is [evidence]. I 
think, it struck me that there was research which shows that some 
thing's are effective and some things aren't and it needs to be 
targeted on the people for whom it works and notjust on everyone. 
So, I think we do know there are some interventions that do work. 
(PCT manager, BC, line 25) 
But the circle of experts can extend wider; as a result of this study, I too was allowed 
into those ranks. During my interview with a senior executive of the PCT, I mentioned 
several recently published trials that provided convincing evidence about 
complementary therapies, specifically the UK BEAM trial on osteopathy and 
chiropractic (UK BEAM Trial Team, 2004b; UK BEAM Trial Team, 2004a), the 
acupuncture headache trial (Vickers et al 2004; Wonderling et al 2004) and the St. 
John's Wort and paroxetine trial (Szegedi et al 2004). Two weeks later I observed a 
PEC meeting on complementary therapies, which the Chief Executive opened by 
saying that he thought there was now quite a lot of evidence for some complementary 
therapies. Perhaps he came to this conclusion through some other route, but the tirning 
between our meeting and his subsequent statement left me wondering about my 
influence on his views. Tflis suspicion was reinforced, as he mentioned to a mutual 
contact that our interview had "made me think". 
Two literature reviews on commissioners' decision-making processes offer some 
confirmation that this experience is unlikely to be an isolated incident. Both concluded 
that personal contact with a researcher is the most highly influential facilitator in 
helping policy makers to use evidence to shape policy making (Innvaer et al 2002; 
Lavis etal 2005). 
4.6.3 Trusted colleagues 
Trusted colleagues also influence the views and behaviour of NHS professionals. 
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Seeing how my colleagues manage things [influences decision- 
making]. You look back through someone's record and you think - 
oh that's interesting they came with this before and Dr. So and So 
did that and it seemed to work. Or 1 noticed that somebody else had 
this in the past and this is what happened to them. Maybe even a 
specialist colleague, letters from colleagues. So you learn from 
that. (Doctor, PS, line 89) 
Q: Let's say that a patient comes along and you think - oh, I'm not 
too sure what to do here - what do you do? 
A: Just explaining to the patient that in your situation I can't decide 
what to do and I'm going to discuss with my colleague, my senior 
colleague, that has more experience... if I feel that I'm not sure 
what to do with this patient or whether I will start her on [drug 
treatment] or whether I will refer her for homeopathy, I'm 
indecisive. So, every Monday I see [Head of the service] so I am 
discussing with her. Family planning, I'm discussing with my 
senior lead clinician [name]. (Doctor SH, line 131) 
Serendipitously, I observed this firsthand in my office at the University of Bristol with 
two academic GPs (pseudonyms George and Beth). In discussing B12 injections to 
boost immunity, George said he would not prescribe them because of lack of 
information on effectiveness and safety. Beth agreed, saying she had not encountered 
this situation herself but she too would not administer them, although she admitted she 
was not familiar with the evidence either. At that point, they moved on to another 
topic. 
I then challenged George to look up the evidence himself. He said he did not have the 
time to either locate the appropriate studies or critically appraise any he found. 
Moreover, he thought it unlikely that his usual trusted sources would include 
information on B 12 injections for in-ununity. But he accepted my challenge. 
He then spent twenty minutes futilely searching Clinical Evidence, GP Notebook and 
the Department of Health website. He did not tam to Medline because he thought 
Medline evidence was too "arcane". He also said it was "rare" for him to directly 
search for evidence, except in unusual circumstances, such as a new drug for Multiple 
sclerosis. 
This interaction is an excellent example of how clinicians reflect on their behaviour 
with colleagues and then co-construct understandings of acceptable clinical practice as 
identified in other studies (Fitzgerald et aL 2003; Gabbay and le May, 2004) (see section 
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4.6 for more details). In this instance, an assumption was made by both - that the 
clinical evidence did not exist. Nonetheless, they agreed that B12 injections were not 
advisable, although they had no factual basis for tl-ýs judgment. Their views were 
derived from mutually agreed perceptions, rather than actual knowledge. This then 
confirmed George's current clinical practice not to prescribe B12 injections and 
possibly influenced Beth's future practice, if any of her patients made a similar request. 
Direct consideration of the evidence played no part in their decision-making process. 
Several other interesting points can be drawn from this incident. First George, like 
other NHS professionals in this study, operated within his own particular framework of 
a hierarchy of evidence sources, with Clinical Evidence, GP notebook and the 
Department of Health website at the top of his list. Second, he acknowledged that 
shortage of time and the unlikelihood of finding an answer, coupled with the low 
priority of vitamin B12 injections in his clinical practice, meant he was less inclined to 
search for evidence. Third, he was iight; his usual mainstream sources did not have the 
information needed, as is often the case for alternative interventions. This thereby 
justified his opinion that searching the evidence was pointless and possibly further 
confirmed his view that Vitamin B12 injections were not 'important' because, by 
inference, if they were, then his sources would have some information. Fourth, unlike 
most of my study participants who hinted (but often shied away from directly 
confirming) that they did not access the evidence themselves, George admitted that it 
was unusual for him to actually search for evidence. Finally, if even academic GPs, who 
specialise in generating research questions and searching the literature, do pot access 
the evidence on alternative interventions, then how likely are non-acadetnic clinicians 
to do so? 
4.7 Summary 
4.7.1 Main rindings 
This chapter has covered a great deal of ground. To surnmarise, the key points are: 
0 In exploring the theme of 'paradigmatic tensions', there are differences between 
biomedical professionals and complementary therapists in understandings of 
the existence and impact of "non-material" influences (e. g. cE, vital force) and 
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different standards of idend4-ing valid health interventions with the more 
scientifically minded asking "does it work? " and others enquiring "does it have 
a benefit? " 
9 In considering the theme of 'reality of evidence available', evidence from 
service evaluations suggests that NHS complementary therapy services can 
make a moderately strong impact on self-reported health outcomes, but the 
data on cost pressures are more tenuous. 71his information is needed to 
determine if services arc "add on" or "instead of'. 
Under this same theme, I argue that clinical evidence on acupuncture and 
homeopathy suggests that acupuncture is effective for a limited nurnber of 
conditions wl-ýle the evidence for homeopathy is mired in the debate about 
plausible mechanisms of action. Both evidence bases suffer from insufficient 
numbers of good quality trials. 
9 In exploring the theme of 'rhetoric on evidence based decision making', the 
discourse at national and local level suggests there is consensus that the 
production of "strone' evidence of therapeutic effectiveness via clinical trials is 
a pre-cursor to mainstrearning into the NHS. 
Findings within the theme of 'discrepancies between rhetoric and reality' 
indicate that despite this rhetoric, NHS professionals appear to rely more on 
what they believe to be true than what they know to be true. 
o Few appeared to have directly access the evidence, partly because of a 
lack of knowledge of where to find credible sources 
o Publication bias means that usual mainstream sources tend to report 
negative studies, if any can be found at aU 
o Interpretation bias, which we all suffer from, means that even if a 
positive study is located, personal filters may lead to discrediting the 
findings 
In exploring the theme of 'other influences on decision making', I found 
several potentially powerful factors such as patient experiences, expert views, 
personal contact with researchers and opinions of trusted colleagues. Tbcse 
appear to help co-construct. NHS professionals' beliefs. 
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4.7.2 Comparison of themes with existing literature 
In comparing the themes of this study with those identified in existing literature, the 
themes of paradigmatic tensions between medical and complementary therapy models 
of health, the rhetoric around evidence based decision making and the reality of 
evidence available have been identified in other studies. However, a previously little 
explored theme is the documenting of a range of discrepancies between rhetoric and 
reality with regards to NHS professionals' attitudes and behaviour towards 
complementary therapies. As a result, this study challenges previous research that takes 
protestations of 'clinical evidence as ultimate arbitrator of mainstreaming' at face value. 
Furthermore, although a few other studies have identified the theme of 'other 
influences on decision making', this study adds to the growing literature in this field. 
For example, in their study of how "credible" evidence influenced NHS professionals, 
Fitzgerald and colleagues found 
Doctors stated that the people whom they go tofor information and 
verification are those whom they know personally, i. e. consultants 
at local hospitals, their immediate colleagues or other doctors 
whom they had knownfor a long time (Fitzgerald et al, 2003). 
They also found that there was "no clearcut, agreed definition" of credible evidence 
amongst clinicians and PCT managers for the four biomedical interventions under 
study (Fitzgerald et al 2003). 
Gabbay and le May carried out an ethnographic study observing and interviewing 13 
clinicians in two sites over two years. Their aim was to explore in depth how GPs and 
_ nurses make 
healthcare decisions. They found that 
Clinicians rarely accessed and used explicit evidencefrom research 
or other sources directly, but relied on "mindlines "- collectively 
rein rced, internalised; tacit guidelines. These were informed by 
brie reading but mainly by their own and their colleagues' 
experience, their interactions with each other-and with opinion 
leaders, patients and pharmaceutical representatives and other 
sources of largely tacit knowledge. Mediated by organisational 
demands and constraints, mindlines were iteratively negotiated 
with a variety of key actors, often through a range of informal 
interaction influid "communities ofpractice ", resulting in socially 
constructed "knowledge in practice " (Gabbay and le May, 2004). 
They conclude that informal networldng is a useffil approach to convey evidence to 
clinicians. 
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Interestingly, in conversation with the Head of Research for the British Association of 
Counselling Practitioners (BACP), I asked about the role of informal networking in 
mainstrearning counselling. She said that pressure was applied at local level, not least 
because many doctors were married to counsellors. She also said that BACP recognised 
the importance of grassroots opinion and so actively devised strategies to create a 
groundswell of acceptance amongst local clinicians. Perhaps I am being overly 
pessimistic, but I see little evidence of such sophisticated tactics among complementary 
therapists. 
Moreover, the literature suggests that the propensity for 'personal views to filter 
acceptance of clinical evidence applies to healthcare in general, not just complementary 
therapies. Raine and colleagues carried out a study with clinicians on the level of 
agreement with guidelines for several interventions and conditions such as and- 
depressants for irritable bowel syndrome and chronic back pain. They found that: 
Concordance was more likely if a literature review was provided 
and if this evidence supported clinicians'experiences and beliefs. If 
clinical experience and beliefs were not consistent with research 
evidence, then the experience and beliefs seemed to take 
precedence (Raine et al, 2005). 
In an interesting focus group study of 19 doctors, Freeman and Sweeney also found 
that beliefs and prior clinical experience with "rrdshaps or spectacular clinical 
successes" were powerful, direct influences on subsequent practice (Freeman and 
Sweeney, 2001). 
As the findings of these studies are comparable with my own, this suggests that the 
decision-making processes that clinicians undertake when considering complementary 
therapies are not vastly dissimilar from that taken for biomedical interventions. 
However, complementary therapies might face especially high hurdles. For example, 
although clinical evidence for biomedical interventions might be hard to dismiss, a 
study found that once clinicians are entrenched in their view that complementary 
therapies are ineffective, the production of good evidence is unlikely to persuade them 
otherwise. 
Interviewen What if we could show You good evidence on the 
effectiveness of a complementary therapy? 
Medical Oncologist: Well, I suppose we'd use it, but ... for most 
complementary things there is neyer going to be the evidence. If 
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they actually worked, I think we would probably already know 
about it ... occasionally things slip through like acupuncture but 
this is an exception. (Female, Research and Clinical, 43 years) 
(Broom and Tovey, 2007) (Emphasis mine) 
I have highlighted the last phrase of this quote, because it suggests that the call for 
clinical evidence may be to ensure that complementary therapies do not "slip through". 
This possible role of clinical evidence in rationing the access of complementary 
therapies to the NHS will be further developed in the discussion chapter. 
4.8 Conclusion 
Revisiting the main question within this thesis about the mainstreaming of 
complementary therapies, at the macro le, %ýel of evidence, I found that the 
complementary therapy community would have to alter 'perceptions' widespread 
amongst NHS professionals that complementary therapies do not have a clinical 
evidence base and thus, do not work. Possibly, this may not be brought about through 
the production of further randomised controlled trials, but rather through identifying 
and capitalising on other powerful influences on decision-making. This is discussed 
thoroughly in Chapter 7. Having explored the macro topic of evidence, the next 
chapter focuses on the meso level of service design and delivery. 
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CHAPTER 5 Service design and delivery 
5.1 Introduction 
This chapter focuses on the meso level of organisations in exploring the mainstreaming 
of complementary therapies into the NHS. In particular, it considers service design and 
delivery, with the assumption that certain service models might appeal more to 
mainstream gatekeepers than others. Accordingly, the key question of this chapter is: 
What does a 'NHS acceptable' complementary therapy service look like? By 'NHS 
acceptable', I mean a service that has the endorsement of a range of key NHS 
professionals, specifically commissioning managers and clinicians. For clinicians, that 
endorsement might take the form of referrals, while for commissioners, it could be a 
willingness to allocate NHS funding. 
In constructing this chapter, I have drawn on the following sources of data: 
Documentation, including complementary therapy service annual reports and 
evaluations from the two case sites, funding bids, minutes of meetings, 
published papers and referral databases 
9 Interviews with aH study participants 
Wider reading, including literature on complementary therapy service provision, 
reasons for complementary therapy use and "effectiveness gaps" 
From these data sources, several themes were identified and developed in relation to 
service design and delivery in mainstrearning complementary therapies. These themes 
are detailed in the table below. For detailed description of how these themes were 
developed, see 3.5-1,3.5.2 and Appendix K 
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Table 6 Key themes, data sources and process of derivation of theme for the meso 
level topic of service design and delivery 
Theme,. Data sources contributing to theme Process of 
development derivation of 
theme 
Description and Interviews with study participants Thematic 
history of Documentation - referral databases, analysis of 
development of funding bids, annual reports, meeting study 
services at case sites minutes and published audits interviews 
Analysis of 
documentation 
Structural factors Interviews with study participants Thematic 
influencing service Lterature on reasons for analysis of 
design, delivery and complementary therapy use, study 
survival effectiveness gaps and the sociology of interviews 
complementary therapies Analysis of 
Documentation - funding bids, annual documentation 
reports and evaluations 
Factors that did not Interviews with study participants Thematic 
influence service Documentation - referral databases, analysis of 




Process factors Interviews with study participants Thematic 
influencing service Documentation - referral databases, analysis of 





I will begin this chapter by describing actual service models, specifically those operating 
in the two case sites included in my fieldwork. In doing so, I describe the history of 
development of services at case site. This chapter continues, by constructing and 
elaborating on the structural features of an ideal 'NHS acceptable' complementary 
therapy service in developing the theme of 'structural factors influencing service design, 
delivery and survival'. Next I explore process factors that I thought would have an 
impact on NFIS professionals' attitudes and behaviour towards complementary therapy 
services, but found they did not. The final section develops the theme of 'process 
factors that did influence service design, delivery and survival'. 
As ever with qualitative research, there is a balance between providing enough detail to 
give readers adequate context, without unmasking the case site and study participants 
and breaking confidentiality Gohnson and Macleod Clark, 2003). To maintain 
anonymity, I have changed the names of the organisations and people involved and 
have not directly cited reports or evaluations of specific services. I have also 
camouflaged other characteristics, such as the conditions treated at the second case site, 
as providing this information would unmask the site in a community as small as that of 
complementary therapies. 
5.2 Description and history of development of services at 
case sites 
5.2.1 Description of case site one 
In some ways the first service studied was very fortunate, as it was located in a city in 
southern England, where complementary therapy provision was thriving. Dozens of 
private complementary therapy clinics were situated here. Activity and interest in the 
field of complementary therapies came from several quarters throughout the city. 
general practices, a local hospital which had a specialist unit in homeopathy, a 
complementary therapy lobbying group, universities and several local charities 
providing complementary therapies. In addition, running concurrently in the city 
during the study period (2003-2007) were two other complementary therapy services 
located on NHS premises with professional practitioners. 
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However, the local public health economy was not quite so buoyant, as during 
fieldwork, the Primary Care Trust (PC'I) carried debts estimated as over L4 million. 
Furthermore, the neighbourhood in which the service was located was an isolated area 
cut off by railways, arterial roads and industrial areas. Over 3,000 households were 
located in the area and there was a high incidence of drug and alcohol abuse, 
unemployment and teenage pregnancy. 'Me area also attracted large populations of 
refugees, most recently Somalians. 
The complementary therapy service was funded by non-NHS monies and grew from 
local community development initiatives, therefore it was not a 'NHS service' as such, 
but the treatments were delivered in two NHS GP surgeries. 'Me original premises for 
one surgery were portacabins. The consultation rooms and the offices used by service 
administrators suffered from damp and smelt of mould. In 2004 and 2005, both GP 
surgeries moved into two separate, light, airy buildings, as did the complementary 
therapy service. 
At the new premises of one GP surgery, from early 2005, the complementary therapy 
service had access to a treatment room off the main waiting room, which was also used 
by other visiting professionals such as chiropodists. At the other Gl? surgery, from 
summer 2004, the complementary therapy service had its own office on the first floor 
with several desks. The treatment room, for its exclusive use, was just across the 
corridor. It was a pleasant room with plenty of natural light, a plant, a bookshelf with 
several books, a couch, a sink, several chairs and two bins. The new site for this surgery 
also housed a district nurse and health visiting services, a GP practice with four GP 
principals, a pharmacy and several community projects such as a wellbeing initiative for 
new mothers. 
From the launch of the complementary therapy service in the summer 2001 until 
fieldwork ended in 2006, five administrative staff were employed in total, with usually 
one or two running the service at any particular time. They managed over 15 non- 
medical therapisM offering around ten different therapies, on a one to one treatment 
basis. Therapies included acupuncture, massage, chiropractic, nutrition, osteopathy, 
reflexology and shiatsu, amongst others. Therapists were paid 'C21 per treatment, 
regardless of the length of the consultation, which varied from 30 to 60 minutes. 
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Concessionary patients contributed Z'3 tovvarcls costs, vJillc v. 'aged cliews Ivid /'-S. 
With a fun(ling crisis in 2005, patictit contributions inci-caswo. ] to 5. 
5.2.1.1 Referrals 
Clients rcferred to thc scn-ic(- could rcccivc ýl ll), Ixl III Lill I of cl"l It trcýlt II Ic I Its. If cliclltý 
required more, a further set of eight were re(ILicstcd, which %vas u,, 'Lialk, granted. In 
addition to individual treatments, the project also ran group and taster sessions for 
older people, young people, cl-Uldrcii and babies - the latter usualk, for niass,, igc. There 
were two main referral routes into the scn-ice: NI IS profcssionals froin the tvTo (d) 
surgeries could refer and the service also acceptcd sclf-rcfcrrals fron) patients, rcgistcrcd 
at either of the two GP practices. 
TabIc 7 Proportioiis of rcfcri--, ils into thc scrvicc at "'itc, (mc I)v rvpc 
Source of referral June 01 -Dec A_nnual report 2003- Annual report 
2002# 04# 2004 - 05# 
GPs 36" 59", 70" 
Self 42010 3 P/o 16`0 1 
Healthworkers 13(), o 3'),, o 31, o 
e. g. nurses 
Local drug & 70 7 
alcohol project 




#Numbers taken directly from reports, hence an), inconsistencies due to reporting. 
In Spring 2005, self-referrals stopped because of funding difficulties. 
The table above indicates that irýtially sclf-rcferrals fonncd the greatest proportion of 
referrals, but as the semce developed, (; Ps gradually became the highest referrers. 
I lowever the potential number of professional health care referrers, wa,, ' larger than JUSt 
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GPs, as any district nurse or health visitor, practice nurse or other health worker based 
at the two GP surgeries, could also refer (see Figure 4 below). There were no specific 
referral criteria, although there was a referral form. 





Health care assistants 
Practice nurses 
I 
District nurses COMPLEMENTARY 





AC ADVISORY SERVICE 
SURGERYB 
The 2004-2005 report detailing referral data for over four years, identified the main 
presenting complaints as musculoskeletal (n=756), psychological (n=249) and other 
(n=112). The therapies most commonly referred to, in order of frequency, were- 
osteopathy, chiropractic, massage and acupuncture. About 80% of the clients were 
white and 20% were from black or minority ethnic groups; two thirds were women and 
the majority aged between 26 and 60 years. 
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Table 8 Total number of rcferrals to casc sitc onc from 
_I 
Litic 2001 Nov 2006 
GP Self Drug & Nurses & 
alcohol other health 
service professionals 
*Total number of referrals 1250 59" 26(',, 81, 
analysable 
Total number of referrers 54 24 NA 13 17 
169 reterrals did not include information on who rcferred and so -\x, cre not 
included. 
Thc results presented in diis table lead to several conclusions, namely: 
0 The service had a large number of referrcrs (n=54). 
There were four GP principals at the main surgery that hosted thc 
complementary therapy sen-ice and eight at the neighbouring practice. As 24 
different (; Ps referred in total, locum (; Ps and new staff mav account for the 
chffercnce. 
A smaller proportion of referrals came from nurses, drug and alcohol service 
workers and other health professionals, vvhich is perhaps unsurpris-Ing, as tllc\- 
were less targeted in activities promoting the complementary therapy service. 
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Fable 9 Comparison of rcferral data I)v GI's from host surgcn, (A) and 
ricighbouring surgery (B) 
Surgery A Surgery B Other* 
Total number of GP principals .4 
Total number of GPs referring to service 
(n=24) 
7 2 
Proportion of referrals 32",, - 
Number of doctors as top four referrers 4 
Proportion of referrals from doctor with 
highest referral rate 
28') 9111) 
Number of doctors accountable for Mo of 
referrals or less 
2 2 
Number of GPs who referred to 5 or more 
different therapies 
3 9 
'()iie (i P , vorkcd in both surgcry A&B and anotticr \-,, orkc(-] in ticithcr but ýstill made 
a referral. 
The results presented in the table leads to several further conclusion,,, naincly: 
Where a sen-ice is situated appears to make a difference. I`Xen though there "vere 
fewer doctors at the host surgerv than the neighbouring surgen,, doctor, froill the 
host surgery referred more patient,;. Doctors at the host SUrgcry had a referral 
average of nearly 10"0, wNle doctors at the other surgery averaged 2"0. The four 
highest referring doctors all came from the host surgery. The highest referring 
doctor in the host surgery made three tinies a,, in-iny referrals as the highest 
referring doctor from the neighbOUntig surgerý. 
About half of the refernng doctors at both surgeries referred to five or inore 
therapies. This suggests that doctors may be open to therapies other tlian 
tnampulation therapies, despite their rhetoric to the contrarv. 
5.2.1.2 History of development 
This complementary therapy semcc grew OLIt Ot I ,i wider inner cItY rcgcticration 
initiative. A partnership between local residents, the cir\, COLInCil, thC lw: dtli authoritv, 
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local agencies and the police was formed and resulted in an organisation (pseudonym 
TAT). TATs aim was to put forward a bid for the New Deal for Communities funding 
in 1998. This funding was made available nationally to some of the most deprived 
neighbourhoods in the country by the Office of the Deputy Prime Minister. In early 
2000, TAT was successful and won C50 million, which was subsequently allocated to 
numerous community development projects in the area. 
MD, a local resident and reiki practitioner, was employed by TAT as an assistant 
community development worker. With a strong interest in complementary therapies, he 
formed a group of local resident therapists to develop a complementary therapy 
service. 'Meir aim was to provide low cost therapies for the local community. The 
service also intended to employ local therapists, so there was a personal, as well as a 
community, incentive. 
The service development group convened in the summer of 2000 and thereafter, met 
weekly for over a year. About a dozen different people attended on occasion, with a 
core group of about five or six. They discussed: job descriptions, cost of treatments, 
therapies to include, insurance, equipment, taster days, referral guidelines, publicity, 
ways to evaluate and funding. Minutes also document the wide range of key people the 
development group needed to involve and persuade from organisations such as TAT, 
three GP surgeries (initially a third surgery was also approached), the health authority 
and subsequently the Primary Care Group, other NHS complementary therapy 
services, the Foundation for Integrated Medicine (subsequently the Foundation for 
Integrated Health) and academia. They navigated a bewildering array of committees, 
formed for various purposes by TAT, social services and health agencies, as they went 
through the formal application processes. Everyone in the development group, except 
for MD, carried out this work without pay, in their own time. 
Working towards agreement, both within the service development group and across 
the different committees, was challenging. For example, witl-ýn the service 
development group, members recalled tensions around patient contributions and 
differing personal agendas. 
A lot of the meetings were taken up by how much we would charge. 
And some said, "Well, ifpeople earn then they should pay. " And 
you know we just started arguing again and debating about well 
hang on a minute you know, there's somebody may work but how 
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can you tell, on the sliding scale thing? ... But there were lots of debates about this amount of money, that. amount of money. 
(Service co-ordinator, MD, line 293) 
They [the meetings] could be quite fiery at times, so a couple of 
people with totally opposite views. And I think we were very split 
because one side was like myself and several others that wanted to 
provide a service in the community at subsidised rates for a ftw 
hours of our time and were willing to make a bit of a business out 
of it. And there were a few people that wanted to make that their 
main income and so yeah, there was, I always felt there was that 
divide. (Therapist, MM, line 72) 
The complementary therapy service" development group needed approval from the 
health professionals' group, which had the remit of developing the new surgery 
premises. Representatives came from social services, the health authority and local 
clinicians. The health professionals' group had its own tensions. 
When I started going to it [health professionals'group], it was a hit 
of a dysfunctional group, to he quite honest with you. It didn't seem 
to have much of a sense ofpurpose. I tried to steer it in a direction 
to get more ideas about developing services once the [new surgery] 
was up and running. But to be honest, it's been a hard group to pull 
together and get going. (PCT manager, BC, line 13) 
Interestingly, study participants agreed that although funded by TAT, TAT committees 
had little influence over service development. The primary influence came from the 
health professionals' group. In particular, clinicians from the two surgeries and local 
issioners were instrumental in selecting the therapies. 
Shiatsu in the beginning, they couldn't get their head. around 
shiatsu. But yes, it was basically shialsu and reiki that they didwt 
want. Yhey just wanted the ones that they knew. (Service co- 
ordinator, MD, line 241) 
I think we had an influence in the type of therapist we thought 
would he useful to have in the project. I can remember discussions 
about crystal therapy and reiki and stuff and decided that there 
wasn't much evidence of benefitfor those particular ones and to go 
for things like osteopathy, aromatherapy, massage and stuff. 
(Doctor, HC, line 14) 
Ile service development group needed to get the GPs on board because they wanted 
to use surgery premises and hoped to encourage GP referrals. 
We'd have been using their premises and surgeries ... so it was basically saying well --- use these therapies, we need your 
permission to have it [here]. But itfelt like we needed the doctors to 
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accept that they were there. Because part of it was, there'd be 
referrals from the doctors. And we needed to know the doctors 
were OK with that. So there was a hit of compromising, well quite 
a bit of compromising to do with the surgeries. (Service co- 
ordinator, MD, line 233) 
But the service development group was not xxvithout influence. The health professionals 
made their selections from a shortlist, devised (mainly) on the basis of the therapies 
practised by members of the service development group. 
5.2.1.3 Funding 
Eventually, the service development group was successful and, in the summer of 2001, 
treatments started for an eight month period with a service cost of 'C39,202, awarded 
by TAT. In spring 2002, the service re-applied and received an eight month extension 
with further funding of k48,389. In autumn 2002, they bid again and won funding for a 
three year period of C231,1.46. In total, TAT funding amounted to C318,737. 
In early 2005, the service had about six months of TAT funding left as numerous bids 
had failed. A "crisis" meeting was called and there was a high turnout including: GPs, 
TAT staff, academics, clients, therapists, past co-ordinators and PCT managers. Tbc 
outcome of that meeting was a revived steering group, wl-ýich mounted a pressure 
campaign to 'save the service', with tactics including. articles in the local press, letters 
from patients* to the PCT, letters to MPs and the PCT Chief Executive and an 
application for a national award (which they won). In addition, they increased fees, 
discontinued self-referrals, cut back the numbers of sessions of therapies and 
established a private service for local businesses. In the summer of 2005, they were 
given a reprieve with a bridging loan from TAT until autumn 2006. 
just as this funding finished, a significantly pared down service won PCT funding for a 
year from 2006-2007, through the newly implemented practice based commissioning 
initiative. In part, this came about because a GP from one of the surgeries who 
championed the service, now also had a role within the PCT and could access key 
people such as the Director of Finance. Mixing complementary and mainstream 
treatments, the new service offered osteopathy, chiropractic and physiotherapy for 
musculoskeletal condidons for a maximum of two and a half sessions per patient. 
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5.2.2 Description of case site two 
The second complementary therapy service was located in a city in northern England. 
Interest in complementary therapies came from local universities and a charity 
providing complementary therapies, but private provision was not as widespread as in 
case site one. Again the PCT carried a deficit - this time of over L3 Million. 
The service was housed in a community clinic located in a functional five storey 
building in the city centre. A range of clinics, for drug and alcohol dependency, sexual 
health, teenage mothers, children and asylum seekers, were offered. After entering the 
building from an alleyway, visitors came into a maze of corridors, lit by neon strips, 
with security doors requiring key codes for access. A two person lift was situated at one 
side of the building-, at the other side were narrow stairs used by patients. Space was at 
a premium as chairs, trolleys and machines littered the corridors. 
Treatments took place in consulting rooms allocated to different professionals 
throughout the week. The room for the homeopath I observed was on the ground 
floor. Crowded with a desk, several chairs, a sink, a broken weighing machine and a 
cabinet, it had little natural light from a small barred window. 'Me room was cold. 
This complementary therapy service was part of a women's health clinic, specialising in 
female hormonal conditions. At the beginning of fieldwork Uanuary 2006), a nurse 
offering aromatherapy and reflexology was retiring, so those therapies were being 
discontinued by April 5 2006. The homeopathy service was provided by a professional 
homeopath and a doctor, who was a former GP. 
Patients were allocated six consultations. For homeopathy, the sessions were booked 
monthly or six weekly, at. the convenience of the patient and therapist. For 
aromatherapy and reflexology, patients were booked into a block of weekly 
appointments over six weeks. Occasionally patients of either therapy would require an 
extension of six sessions, wNch was usually granted. 
The nurse offering reflexology and aromatherapy worked one session a week for six 
weeks and then took several weeks off, before starting a new six week block. The two 
homeopaths each did three sessions a month, on Tuesday afternoons or Wednesday 
mornings. A session ran for four hours. Therapists were paid L160 for each session, 
regardless of the number of consultations or their professional status. For homeopathy, 
the first treatment lasted an hour and subsequent consultations were 20-30 minutes. In 
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an average session, each homeopath saw six to eight patients. Aromatherapy and 
reflexology treatments given by the nurse would last an hour, but she would treat two 
patients simultaneously in different rooms. She would give a treatment to a client for 
half an hour, then play music and let the client relax for another half hour while she 
began treatment with the next patient booked. Because there was not enough space for 
the nurse to occupy two rooms simultaneously at the city centre clinic, in the last 
eighteen months of this service, she moved to a GP surgery on the outskirts of the city. 
I could not obtain a precise costing of the service, but annual gross salary costs for the 
homeopaths would be close to C18,000. The costs of the aiomatherapy/ reflexology 
service were absorbed into overall costs for the women' health clinic such as heating, 
light and administrative support. The original bid estimated the cost of the service to be 
, C1,025 per month, but undoubtedly it was higher eight years on. 
5.2.2.1 Referrals 
The women's health clinic, and consequently the complementary therapy service, was 
entirely funded by one PCT, but they received referrals from all four PCTs across the 
city. NHS professional and patient self-referrals were accepted into the women's health 
service, but the current head of the service estimated that self-referrals were more 
common at about 70%. 
Women referred into the women's health service were invited to attend a group 
education session run by two nurses. In these sessions, nurses gave information on 
lifestyle changes (diet and exercise), medications, herbal products, homeopathy and 
aromatherapy/ reflexology. At this point, some women would decide to manage their 
condition themselves, but those who wanted complementary therapies or 
pharmacological treatments would then see a specialist doctor from the women's 
health clinic. 
Each of the three specialist doctors ran one three hour session a week. During the 
initial appointments of thirty minutes, the doctors would discuss the different options 
with the women and the women would choose which treatment they favoured. Women 
who did not want or could not have pharmacological interventions tended to be 
referred to the complementary therapy service, either homeopathy or arornatherapy/ 
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reflexology - not both. For those women who chose biomedical treatment, follow up 
appointments were scheduled every three months and lasted for 15 minutes. 
Figure 5 Referral pathways to complementary therapy service site 2 
GPS NURSES OTHER SELF HEALTHCARE 
PROFESSIONALS REFERRALS 
WOMEN'S HEALTH SERVICE 
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NURSES DOCTORS 
REFLEXOLOGY/ AROMATHERAPY HOMEOPATHY 
Although referral rates varied, one doctor estimated that she referred about one patient 
every session to the homeopathy service and one patient every two sessions to the 
aromatherapy/ reflexology service. A NMICIP audit of the service found that 124 
women were referred to the homeopathy service alone from 1 January 2001 to 31 
December 2003. Conclusions drawn from raw data recorded in the referral book were: 
9 Over the 23 months for which data are available, 178 referrals were to the 
homeopathy and aromatherapy/ reflexology services making an average of 7.7 a 
month. 
Only three doctors and a nurse therapist (who made one cross referral) referred, 
giving this service a very small referral base. 
'Me doctor with the highest number of referrals from August 2005 to January 2006 
had no personal experience of complementary therapies and during interviews, 
showed the most confusion about complementary therapies. 
Once referred to the complementary therapy service, the patient was put on a waiting 
list. Average waiting time was two to three months. Women were allocated on a first 
come, first served basis; doctors did not specify which homeopath individual patients 
were to see. 
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Doctors did, however, make distinctions between the appropriateness of the different 
therapies. In general, the doctors perceived aromatherapy and reflexology as useful for 
stress reduction while homeopathy was for symptom relief 
The aromatherapy and reflexology tend to be more [for] the 
[younger] ladies ... and sometimes early [middle-aged] ladies. And 
we'll see quite a few of these coming through our clinic and you 
will tend to get somebody that you can see theyjust need a little bit 
of time for themselves and it's really more gearing that towards 
that, just a bit of time out, a bit of one timefor themselves, a bit of 
relaxation. So I would be really directing the ladies that I can see 
that need relaxation rather than true therapy, I would say, to the 
aromatherapist. (Doctor, TL, line 45) 
For me, the homeopathy for many women is getting rid of the 
[symptoms], because nothing else can do ... If they- can't have [drug treatment], there's very little else that can modify those, and 
that's the one thing that, for me, the homeopathy can do. (Doctor, 
SP, line 130) 
5.2.2.2 History of development 
Unlike the service at the first site, which grew from within a geographically contained 
area, the second service came about as disparate activities across the city converged. In 
1997, a group of health professionals were convened by a retired GP to look at ways of 
incorporating complementary therapies into the NHS. Recollections of membership 
are hazy, but one influential member was a doctor with an interest in women's health 
(WWD - 
Meanwhile, on the other side of the city, another doctor, a senior GP trained in 
-homeopathy CM, organised group meetings for anyone interested in homeopathy. At 
one of these, 'IT met RR who was a professional homeopath. In 1998, TT and RR 
opened a private homeopathy clinic together. 'IT also knew WW. At tl-ýs point, circles 
converged. 
I rang round some of my friends, you know, to tell them what we 
were doing and I rang WW who was at the [women's health] clinic. 
We'd sat together on various things, something to do with drug 
trials in [the city] or something and I rang her and I said, "Oh, just 
to tell you I'm working as a homeopath in [the city] now, even 
though I've left general practice". "Oh ", she said, "you couldn't 
have rung at a better time. " And I said, "Why? " And she said, 
"Well", she said, "we sent out these questionnaires to the people 
coming to the [women's health] clinic to say what else would they 
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like, apart from [drug treatments], and they've opted for 
aromatherapy, herbalism, reflexology and homeopathy, and would 
you like to come and talk to us about it? " And that's how it 
happened So I went. (Homeopath, YT, line 5 7) 
From those networks, a service development group was convened which included 
'WW, two homeopaths ('IT and RR), an aromatherapist who was already working 
within the NHS (BA) and an academic. For six months, they steadily developed the 
service, which aimed to broaden the service options for women for whom 
pharmacological treattnents were not always appropriate or effective. They put in a bid 
to the local community health trust, a provider organisation, where VAV was already 
employed. The proposed service featured those therapies provided by members of the 
service development group. 
I think when it came down we decided in this general group that it 
would be two things and it's not very scientific hut it was because 
BA was there we decided on the aromatherapy and because 7T was 
involved in this sort of development group and she got the interest, 
we got the people on tap ifyou like. They were able to deliver it. We 
didn't have to go and lookfor somebody else to come in. And they 
were prepared to give it a go and there was a certain amount of 
voluntary input ifyou like, even if it's only the enthusiasm. (Doctor, 
WW, line 72) 
Meanwhile, as the group worked on the service design, behind the scenes VRV was 
influencing the right people both within her own organisation and the health authority. 
Q: How high diclyou have to go to try to get them on board? 
A: Yes, well it would have been ... fairly near the top, obviously not 
the ChiefErecutive, but at afairly high level below that. 
Q: So it would have been Board members then? 
A: Yes, there were one or two Board members. 
Q: And didyou have to talk to people in Public Health? 
A: Public Health particularly and health promotion. And they got 
health promotion people then. Yes, they were the main people. 
(Doctor, WW, line 3 7) 
In early 1998, funding was granted for three years by the community trust, as part of 
their service improvement and development programme. 
By 2001, when that initial money ran out, V7W was in a greater position of power, with 
financial control of all women's health services within a community trust. By 
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rationalising family planning services, she freed up money for the complementary 
therapy service, so they continued to be funded by the- NHS. Funding was extended 
until March 2002, when the medical homeopath got a call from the Primary Care Trust. 
They rang me up and said, "We're closing, closing the clinic 
down. " And I rang hack and I said, "Right, you inform all the 
ladies that they're not going to have this clinic any more. I'm not 
doing it. " Now, whether thatfrightened her or what, I don't know. 
But she rang me three days later and said, "We're reinstating it". 
(Homeopath, TT, line 96) 
By December 2002, W%V was "forced" into retirement and left both the women's 
health service and the PCT. Although there were some fears that without WW the 
complementary therapy service would be cut, initially it became more secure, as the 
new head of the service arranged for service level agreements (NHS contracts) for the 
homeopaths. 
But in the summer of 2006, everything changed. Although clinicians and homeopaths 
within the women's health clinic were conscious of local and national NHS financial 
crises, they were taken unawares when the homeopathy service was discontinued. In 
interviews just four months before, the consensus was that the homeopathy service 
was relatively secure. But it was terminated, in a wave of cuts affecting many NHS 
complementary therapy services across the country. 
5.2.3 Inter-professional relationships and service champions 
In reviewing the history and development of these two services, two key points emerge. 
The first is that therapies were primarily selected as a result of personal contacts, not 
on the basis of "robust" clinical evidence. At the first case site, the service development 
conunittee mainly proposed therapies that were practised by group members, while at 
the second previous personal relationships between doctors and therapists determined 
which therapies were provided. Perhaps more recently, personal contacts may be less 
influential, as therapies selected in 2006 for the revamped service at the first case site 
(osteopathy, chiropractic and physiotherapy) were not chosen because practitioners of 
these disciplines were already known; instead, they were selected because these 
therapies are popular with GPs and there is a widespread perception of a better 
evidence base (see 5.3.1. ). But findings from fieldwork at the two case sites suggest that 
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at the time of inception, therapy selection was based more on "who you knov, " than 
the intrinsic value or perceived benefits of the therapy. 
The second point is that service inception and survival at these two case sites appeared 
to depend on a few committed, well placed individuals with leadership qualities. At the 
first site, as a therapist, AID had credibility with local therapists; he also had contacts 
with potential funders within TAT in his role as community development worker. Both 
were essential in setting up the service. Subsequent co-orditiators, of which there were 
many, generally did not have the same drive or connections, but when initial funding 
stopped forninately another well placed individual was now championing the service - 
a GP who also had a managerial function at the local PCT. Although occasionally 
subject to doubts, he promoted the service amongst contacts within the PCT and 
elsewhere. 
A: I think my role has changedfrom being pretty much exclusively 
in the research side, evaluation side of [the service], to a more 
[service] advocate.... 
Q: An advocate with whom? 
A: Anybody that I can find. (7aughs) Anyone that stands still. 
flaughs) (Doctor, BP, line 20) 
So, the complementary therapy service at the first site had a clinical champion 
campaigning at the local PCT when widespread service cuts engulfed the NFIS in rnid- 
2006. Unfortunately, at the second site the homeopathy service, and the women's 
health clinic as a whole, had lost their champion several years earlier. Several study 
participants noted that when WW was in charge, the women's health service was 
continually promoted. 
I don't think this place is known about in the same way as it was in 
WW's day, so I think that's where we've lost really. When 
[subsequent head of department] was consultant here and she took 
early retirement last year, so it means that we just have [new 
consultant] heading up the service, who's a very nice chap, but 
isn't remotely, remotely interested in [women's health], by his own 
admission, he isn't remotely interested. He supports us but he 
doesn't really want to have a great deal to do with it so we've lost 
the drive. (Doctor, TL, line 88) 
One of the demands of providing the "drive" is vociferously defending complementary 
therapy services when they are undýr attack, particularly when funding crises tbreaten. 
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Certainly at the end of the three years when it was being looked at 
being developed into mainstream delivery, yes I really hope I stuck 
my neck out. I hope that's why it continued ... here you've got 
someone who is prepared to stand up and say -I think we should do 
this - and lead the way and fly the flag for it, then things will 
develop. Where someone is not quite so confident in doing that, not 
prepared to stick their neck out then that's when the services tend 
to get pushed on one side. (Doctor, HV, line 59 & 13 7) 
So service champions are crucial to the creation and development of NFIS 
complementary therapy services. 
Thus far in this chapter, I have provided details on the two services and their 
development. I have argued that these services are subject to great vicissitudes, which 
may be endured more successUly if a respected chnician is strategically placed to 
champion the service witEn local commissioning agencies. 
Having explored the theme of 'description and history of services at case sites' by 
describing the two case sites as I encountered them, I will now move on to the theme 
of 'structural factors influencing service design, delivery and survival' by detailing the 
structure of an 'ideal' NHS complementa-ry therapy service. 
5.3 Structural factors influencing service design, delivery 
and survival 
In brief, NHS professionals appear to be more favourably disposed towards clearly 
targeted services with specific therapies for specific conditions or populations of high 
priority where current treatments are limited, ineffective or non-existent, in essence, 
services that mimic those within the NHS with which they are already familiar. A 'NHS 
acceptable' service would incorporate mechanisms to regulate demand and be 
accessible, affordable, well-known and open to outside scrutiny. In addition, it would 
be precisely targeted to less affluent individuals with high bcalth needs without picking 
up previously unmet need. Such a service would cost less than existing interventions 
and demonstrate an appreciable impact on reducing NHS costs elsewhere. Tbesc 
points will be discussed in the following sections. 
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5.3.1 Specific therapies for specific conditions or populations 
NHS professionals are more likely to endorse services that offer specific therapies for 
specific conditions or populations. In short, NHS professionals find the 'holistic' tenet 
of complementary therapies, whereby the person rather than the condition is treated, 
bewildering. Having been educated to link particular treatments to particular 
conditions, they struggle to break free of this concept. 
Because NHS professionals think this way, a service which is set up with a limited 
number of therapies for specific conditions might be more acceptable. For instance, a 
commissioner gave an example of how acupuncture could be part of a wider service for 
addictions. 
Acupuncture, we know that in other agencies it's used in helping 
people over drug misuse and alcohol misuse. It's known to be, or 
it's been shown to be, quite effective. So if it was being targeted at 
those people, then we'd say well that is something we would want 
to support.... But we're not likely to develop an enhanced service 
for complementary therapy; it would be an enhanced service for a 
specific condition which may include complementary therapy as 
part of the service. (PCT manager, CB, line 43) 
It was just this model that was used in the second site. Only three therapies 
(aromatherapy, reflexology and homeopathy) were provided specifically for two types 
of women's hormonal conditions. 1he service was not available for all women nor for 
all hormonal problems nor was there a multitude of therapies on offer, even though 
other treatments such as herbal medicine, acupuncture and nutritional therapies 
anecdotally all have beneficial effects. Instead, they offered three therapies for two 
related conditions for one well-defined population. 
This model also eventually became the 'modus operandi' at the first site, once the PCT 
took over funding. The service changed from providing about ten different therapies 
for any condition to offering osteopathy, chiropractic and physiotherapy for 
musculoskeletal conditions. 
But in offering specific therapies for specific conditions not just any therapy will 
suffice. Ideally, therapies should be selected on the basis that NHS professionals 
believe: 
a There is little or nothing else available for the condition within biomedicine. 
o The therapies "work". 
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9 The therapists delivering treatments are "safe". 
5.3.1.1 Little available in biomedicine 
If biomedicine cannot offer anything, because conventional treatments do not exist, 
biomedical options have been exhausted or bring on unpalatable side effects, then 
NHS professionals may be more inclined towards complementary therapy services, as 
these doctors from the two case sites who referred extensively suggested, 
I mean as a medic, it's sometimes quite hard to understand it 
[homeopathy] .... But I'm prepared to go with it andjust, 
because I 
know I can't do much morefrom the normal medicine point of view. 
(Doctor, SP, line 175) 
Well I think it [the complementary therapy service] gives us 
another optionfor people. Instead ofsaying go away and take these 
tablets or go away and we'll refer you for physiotherapy, it does 
mean we can say - go along and see one of the therapists and see 
where you can get to really. (Doctor, HC, line 32) 
In fact, in the case of the doctor who was now practicing homeopathy, lack of viable 
alternadves in biomedidne was a major draw. 
And I'd been doing general practice about, probably about seven 
years when itfinally occurred to me that I actually wasn't doing 
very much to help the patients recover, to heal themselves... and I 
thought - there. 's a limit to this in conventional medicine, there are 
areas I can't do anything to help my patients. And because I was 
born and brought up in Calcutta and I knew about homeopathy, I 
started to think about other ways maybe that I could help patients. 
(Doctor, IT, line 006) 
Complementary therapies can offer patients options, when little else is available. Other 
studies have also found this (Astin et al. 1998; Hills, 2005; Shaw el al 2006a). 
Complementary therapy services may also be attractive when conventional services 
exist but are overstretched. At the first site, several doctors appreciated - the 
complementary therapy service as an "easy referral outlet", as the physiotherapy 
waiting list was six to nine months. In fact, being an easy referral outlet may override 
other considerations, such as a perception of lack of evidence. For example, one doctor 
made about half of her referrals to manipulation therapies, which she believed had 
better evidence base, but the other half were to therapies such as massage, 
aromatherapy and acupressure. Perhaps having easy access to a service, which at best 
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might make a difference and at worse kept patients occupied, could have been even 
more persuasive than "good" evidence. 
The situation in which there is a little or nothing viable to offer in biomedicine has 
recently been coined as an "effectiveness gap". Effectiveness gaps are defined as areas 
of clinical practice where current treatments are not fully effective and complementary 
therapies have been shown to have some benefit (Fisher et al. 2004). Early research 
into effectiveness gaps consisted of surveying GPs to identify several potential 'gap' 
conditions, including musculoskeletal, depression, eczema, chronic pain and irritable 
bowel syndr6me (Fisher et aZ 2004). More recently, the Smallwood report developed 
this further by mapping the evidence for several more therapies onto conditions such 
as: 
" Homeopathy for upper respiratory tract infections, middle ear infections and 
headache 
" Herbal medicine for osteoarthritis (phytoldor), chronic vcnous insufficiency 
(horse chestnut) and dementia (ginko biloba) 
" Acupuncture for migraine and stroke rehabilitation (Smallwood, 2005). 
Implicit in this approach is the reassuring concept of a specific complementary therapy 
for a particular condition. However, the Smallwood report still caused controversy 
amongst the medical community, for example by suggesting there is an effectiveness 
gap in the treatment of asthma (Mompson and Feder, 2005) (see also rapid responses 
Ravichandran, 2005 and Leavitt, 2005). Identifying which conditions have 
effectiveness gaps is for further debate. 
Furthermore, the "gap" condition chosen should be wide enough to impact substantial 
numbers of patients. In comparing the process of mainstrearning counselling to that of 
complementary therapy services, a PCT manager partly attributed the success of 
counselling to the perception that counselling can help many patients. 
The numbers of cases coming to a GP who could be diverted, if 
that's the right word, to counselling is probably a much higher 
proportion. Because although in total complementary therapies 
might be as big as counselling, it's actually complementary 
therapies is made up of tens, twenties maybe hundreds of different 
interventionsfor particular purposes. Whereas counselling is a nice 
general intervention that anyone who's a bit unhappy or a bit 
unsure about their life or a bit non-specifically ill at ease orfeeling 
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ill, might, you know you might think - ah well I can offer 
counselling to this person .... And it could 
be applied to a much 
greater proportion of need than a specific complementary therapy 
can. (PCT manager, BC, line 41) 
By suggesting that complementary therapies are "made up of tens, twenties or 
hundreds of different interventions", this particular PCT manager reveals his 
fundamental confusion about the way in which complementary therapies work, despite 
his own personal experiences of use. Most therapies employ the same intervention for 
a range of conditions; not many different interventions for a range of conditions. There 
is also an irony here. Because complementary therapists work 'holistically', based on the 
individual rather than their symptoms, they see themselves as generalists. But NFIS 
professionals, with their mindsets of specific treatments for specific conditions, view 
them as specialists, for example acupuncture is 'good for' pain. To secure a position 
within the NHS, complementary therapists may need to shift their healing identities 
from a holistic generalist to an ill-fitting specialist paradigm, but without wl-ýittling away 
their patient base. Not only could this be challenging, but for many patients and 
therapists, the attraction of complementary therapies is precisely their holistic 
approach. 
5.3.1.2 Perceptions that the therapies work 
Another factor that persuades NHS professionals to endorse complementary therapy 
services is a belief that the therapy under consideration "works". TMs has different 
meanings for different people. 
For some, '-working' means patient benefit but it is immaterial what triggers that 
improvement. A doctor at the women's health clinic acknowledged that in the complex 
field of women's health, not only could complementary therapies have a strong 
'placebo' effect but biomedicine may have as well. 
I happen tojeel very strongly that ifyou get a placebo effect, does it 
matter really if it is placebo ifpeople are feeling better? That's the 
whole thrust of what we are trying to do is to make people feel 
better.... And I have to say I think there is probably quite a lot of 
that in complementary therapies, but there is in the way in which I 
work as well. It's giving people the confidence that I think they are 
going to get better. And so quite often they do. (Doctor, WW, line 
103) 
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For others, 'working' has a more medical definition; it means the therapy is perceived 
as having a clear, specific effect rather than a placebo or non-specific effect. Both 
clinicians and NHS managers tended to polarise therapies as "effective" or "wacky", 
"therapeutic" or "stress-telieving", or "efficacious" or "talking". Although there was 
debate in classifying particular therapies, generally osteopathy, chiropractic and 
acupuncture were more likely to be considered as having a therapeutic effect beyond 
placebo. 
Part of what contributes to the perception that a therapy 'Works' is a mechanism of 
action that makes sense, as is the casi with counselling. 
I guess there are some things that may have made it fcounselling7 
more acceptable to mainstream clinicians, the kind of things like - 
it's not a black box. Clinicians think they understand what 
counsellors do. I don't think most clinicians think they understand 
how homeopathy works. (Doctor, PS, line 103) 
In considering complementary therapies, as one clinician put it 
[With] musculoskeletal conditions I'm much more comfortable with 
somebody seeing a chiropractor, osteopath, an acupuncturist .... I 
suppose in my semi-scientific way I kinda think - right that kinda 
relates to the condition the person has.... I think they are so much 
closer to the Western paradigm of medicine, certainly the 
osteopathy and the chiropractic. (Doctor, PS, line 21) 
Interestingly, acupuncture is often classified as "effective", even though its mechanism 
of action is poorly understood and the intervention makes little sense in Western terms. 
However, as one doctor explained, this might be due to anecdotal reports, a long 
history of use and a perception of robust clinical evidence. 
I no more understand acupuncture than I understand reflexology 
hut there is such a wealth ofexperience and I think research as well 
in the field of acupuncture to show that the therapy is therapeutic. 
(Doctor, BM, 36) 
In addition, for some a logical mechanism of action is a precursor to making the mental 
link between a particular complementary therapy and the condition under 
consideration. For example, a nurse said she might suggest Buteyko (which aims to 
improve breathing) as a possible treatment for asthma, because she associated a therapy 
addressing breathing with asthma, but not other therapies, because she "wouldn't 
connect the two". (Nurse, M, line 73) 
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If NHS professionals do not understand a mechanism of action (and feel they need to), 
then clinical evidence may reassure them that the treatment genuinely brings about a 
specific therapeutic effect. For others, even therapies with 'rational' mechanisms of 
action may require clinical evidence. Consequently, an ideal 'NHS acceptable' 
complementary therapy service should have some sort of clinical evidence base, despite 
many biomedical services lacking the same. 
But the level of acceptable evidence may be lower than supposed. For example, at the 
site offering homeopathy for women's health, the only clinical trial evidence included in 
the original bid was a review of homeopathy stating that the effects of homeopathy 
were over and above placebo (Linde et al 1998). This study did not link homeopathy 
to women's hormonal conditions. But another paper did, which quoted figures from an 
unpublished audit of homeopathy and women's hormonal conditions undertaken at the 
Royal London Homeopathic Hospital (Katz, 1997). No evidence at all was offered for 
the aromatherapy and reflexology service. Thus conceivably, one or two positive trials, 
or possibly even an outcome study, rather than a substantial Cochrane review, might 
suffice. Tl-ýs conclusion is supported by the experiences of providers from the 
Glastonbury complementary therapy service who recently found that commissioners 
were satisfied with the UK BEAM trial alone as "evidence" for osteopathy (Welford, 
2006). 
In my study, the data also suggest that in some cases services might still obtain NHS 
funding without citing specific clinical evidence. In initial drafts of the bid for the 
revamped service at the first site put forward in 2006,1 could find no mention of 
research literature. This was confirmed by the PCT manager responsible for drafting 
the bid (personal communication, RS). This supports findings in the previous chapter 
that there is a discrepancy between the rhetoric of policy makers and commissioners 
and the reality. Perception of "good" evidence rather than the actual clinical evidence 
itself may be influencing decision-making and other factors play an important role. 
Furthermore, once a service was set up, some NHS professionals in this study were 
happy with relatively little "evidence' to sustain their convictions. For example, at the 
second site when asked how they knew homeopathy "worked", the administrator said 
it was because the doctors had told her; and the doctors said it was because the women 
did not come back, Interestingly, none of the doctors mentioned the MYMOP audit 
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(see 4.4.1) as influencing their perceptions of benefit. Of course there may be many 
reasons why the women do not re-use the service besides the resolution of their 
symptoms, but no evaluation had been conducted to determine these. 
However, this untested faith may be unusual. In conversations with those providing 
NHS complementary health services elsewhere (Get Well UE, Impact, Glastonbury 
Health Centre, CHIPs), NHS professionals have required regular pr? of that the service 
is making a difference, both in terms of health status and NHS cost pressures. The 
attitude of the women's health clinic professionals at the second site is probably rare. 
5.3.1.3 Safety 
Although most of the NHS professionals in this study discussed whether 
complementary therapies worked, fewer expressed concerns about safety. This could 
be because the complementary therapies selected may have been seen as largely "safe". 
Of those who did mention safety, a doctor talked about the low side effect profile for 
complementary therapies in general. Another said she needed a research base to 
reassure her about herbal medications, 6specially as extracts are not standardised. This 
suggests again that NHS professionals turn to clinical evidence for reassurance when an 
aspect of a mechanism of action, in this case the lack of standardisation, does not make 
sense. 
I think I'm quite cautious about herbalism for the simple reason 
that I think a lot of the products out here haven't had a research 
basebehindthem. When you gofrom one herbalist to another, you 
might be getting what appears to you to be the same preparation, 
but in fact might have different active ingredients from one to the 
other, and yet the patients are spending an awful lot of money 
there. So, I think I feel more positive about homeopathy for the 
reason that I see that the substances are plant based, they're safe; 
they're small quantities and so I see it as something that one can 
very well integrate with conventional medicine. (Doctor, TL, line 
54) 
Interestingly, she did not require evidence of safety on homeopathy, which also has a 
mechanism of action perplexing to most doctors., because she perceived it as less likely 
to interact with biomedical treatments. In addition, I would suggest that she 
understands the homeopathic consultation better, which also neutralised. fears about 
safety - but that point will be developed later. 
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Of greater concern than safe interventions were safe therapists. Several NHS 
professionals in this study mentioned that it was important that therapists were 
reputable, expressing an underlying fear that therapists may prey on susceptible people. 
I would just like to know that hopefully they are not abusive 
relationships. And you can have an abusive relationship with a 
mainstream clinician, so I don't excuse general practitioners from 
that either. But I would hope that on the whole a lot of these people 
are very vulnerable and it worries me if they are going to see 
somebody who has had no training and no registration. (Doctor, 
PS, line 109) 
This quote supports Wahlberg's argument that the source of these fears is increasingly 
... shfing 
from an epistemological field of competing theories 
about health and illness towards an ethical field of practitioner 
competency, qualifications, conduct, responsibility and personal 
professional development (Wahlberg, 2007). 
Moreover, some make an interesting point that these fears are raised whenever 
provision is privately financed, not because of qualms about complementary therapies 
, 
per se (Budd and Sharma, 1994; Humphrey, 2004). 
Regardless, these concerns do clearly demonstrate that to endorse complementary 
therapy services, some NHS professionals need reassurance that the therapists 
themselves are safe. At both sites, this was acknowledged by only employing trained 
therapists registered with a recognised professional body. In reflecting on why the NHS 
was less supportive of complementary therapies than nurse led services, a manager 
mentioned the issues of training and regulation. 
We have some trust in our ability to assess the professional 
capability ofa nurse. You know she's a nurse, but she's a nurse with 
a particular level of training who's registered, who we know can 
then gain extra skills thro ugh further training and accreditation to 
particular diplomas etc. So I think we have a confidence in nurses' 
ability to do a professionaljob. [I'm] not saying that's always fully 
rightly placed but that is the, so we've got control systems, ifyou 
like, on the quality of the professionals'capability. (PCT manager, 
BC, line 65) 
As only chiropractors and osteopaths are currently registered, this leaves the vast 
majority of complementary therapists on the 'at risk! register, although acupuncturists 
and homeopaths are worldng towards regulation. However, based on the experience of 
chiropractors and osteopaths, who are still not mainstreamed despite fifteen years as 
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registered professionals, my belief is that registration, on its own, will make little 
difference in furthering the mainstreaming agenda. Others are similarly sceptical (Boon 
ef aL 2003; Saks, 2003b). 
So, in developing a WHS acceptable' service, NHS professionals are more likely to 
accept the model of a small number of therapies for specific conditions, when little or 
nothing else is available in biomedicine. The therapies should be perceived as effective 
and the therapists as safe. In the next section, I Will provide further details of this type 
of service. 
5.3.2 Services features 
In designing a 'NHS acceptable' complementary therapy service, the service needs to 
be targeted to Wgh need, low income patients with mechanisms in place to regulate 
demand. In addition, the service should be affordable, accessible, well known and 
evaluated. 
SAZ 1 Low income, high health need 
Ensuring that NHS complementary therapy services are for those who cannot afford 
complementary therapies privately and have high health needs was a concern at both 
sites, but especially at the first. 
As a community renewal project based in an economically disadvantaged 
neighbourhood, addressing inequalities was a strong ethos. Evaluation and annual 
reports include numerous quotes from therapists and patients grateful for the access 
the service provides to complementary therapies. Local health commissioners were also 
aware of the importance of redressing inequalities. 
I think one of the issues is that when we are talking about equality 
around health. People in more affluent areas have access to a 
range of alternative therapies because they can pay for them. And 
because they are probably more aware of what's around If they 
know people whove had them, they can be put in touch with 
therapists. There's a lot easier access in terms of people's choice 
and health. So in an area like [case site 11, you know people don't 
necessarily have the options to access complementary therapies 
because there might not be people in the area offering it. They 
might not be able to afford it. (PCT manager, BJ, line 51) 
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An annual report confirms the marginalised status of many service users at the first site: 
33% were on benefits; 21% were of pensionable age and 13% were lone parents. 
Twenty two percent came from black and minority ethnic backgrounds, although the 
neighbourhood as a whole had a non-white population of about 10%. The report also 
suggested that many were in considerable health need, as 50% of them found their 
condition affected a daily activity, a third (329/6) had suffered their condition between 1- 
5 years and over a third (36%) had had their condition for more than five years. 
Despite this, in interviews PCT managers expressed concerns that the service was 
missing the "most needy" (sic). 
But again, this disparity seems to come down to definitions - in this case of who is 
considered "needy". Although the service obviously catered well for old aged 
pensioners, those on benefits and non-white groups, there were no data on teenage 
mothers or people with addictions, both high priorities with local PCT managers. For 
another high priority group, refugees and asylum seekers, data were provided and 
showed that only 2% of service users made up this category. But limited service use by 
this and other high need groups might be due more to the preconceptions and 
consequent behaviours of potential referrers. 
For example, in an informal conversation, a nurse told me that many of her patients 
were refugees with high health needs and little English, for whom complementary 
therapies seemed wholly inappropriate. In a taped interview later, she gave further 
details of the type of patient she would refer, 
Somebody who is probably British and fairly articulate and 
interested in medicine. And probably fi-om a professional 
background. (Nurse, AL, line 15) 
In essence, she seems to be describing someone who is fairly middle class, of which 
there was sparse representation in this regeneration neighbourhood. Consequently, 
perhaps unsurprisingly, referral data revealed that she had made no referrals. No one 
else in this study articulated the same concerns, but they may be shared more broadly. 
If tids is the case, how can the service demonstrate its ability to meet the needs of the 
worst off, if clinicians, who associate complementary therapies with the middle classes, 
do not refer them? PCT managers might prefer that NHS funded complementary 
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therapy services are used to treat the economically disadvantaged, but the prejudices 
and preconceptions of referring clinicians might be a barrier to this occurring. 
5.3. Z2 Mechanisms to regulate demand 
To ensure the 'righe people are accessing the service in the 'right' numbers, measures 
are needed to regulate demand. PCT managers worry that demand for complementary 
therapy services could easily outstrip supply. 
I think any introduction of complementary therapies has to be 
incredibly disciplined. Andso, we need very clearprotocols that say 
this is the sort of case, this is the sort of need that we're going to 
meet through this service. Not a 'come all ye. (PCT manager, BC, 
line 81) 
At the first site, there were few such mechanisms. Anyone who wanted access to the 
service could receive treatment. Self-referrals, who made up about a third of the 
referral base, had only a perfunctory assessment process, in which severity of condition 
was not addressed. For the first four years, before NHS professional only referrals, it 
was definitely a "come all ye" service- 
In contrast, at the women's health clinic, self-referrals were even higher (70%) but 
many patients first saw a nurse and all patients had to see a doctor to access the 
complementary therapy service. Doctors saw this as crucial in rationing demand, 
providing continuity of care and ensuring that appropriate patients used the service. 
I think it works, I think it's essential. It's perhaps a screening 
process in that it does control who gets to the homeopathist, and 
there's some feedback, so we've got a history and some idea of 
what's going on. (Doctor, SP, line 109) 
GPs don't have direct access to homeopathy. So they can't refer 
directly, so this is to our advantage that they have to come to us, 
their patient has to waitfor such a long time. If the GP could refer 
directly maybe they could he seen quickly by them and the other 
thing is that some of the GPs, I'm not saying all of the GPs, don't 
know much about [women's health condition] and then sometimes 
after discussion we find out that the problem is something else. 
(Doctor, SH, line 74) 
But there is considerable irony in medical professionals functioning as gatekeepers to 
complementary therapies. Apart from questions this raises about power, many are ill- 
equipped to make these sorts of judgments, as a therapist from the first site 
commented 
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So we had to sort of educate the GPs really, which Ifound quite 
surprising .... You know you had to askfor a GP, you know the GP 
to allow you to treat this person and I thought - well, that's strange 
because they didn't, they didn't seem to know very much about the 
therapies. (Therapist, MM, line 80) 
Another way to control flow is through referral guidelines. In the first site, referral 
guidelines existed, but they were never mentioned in interviews and appeared not to be 
a major influence in referral decisions. Conversely, at the second site, referral criteria 
were etched in stone. When asked about the characteristics of patients referred to the 
complementary therapy service, all of the doctors gave the same response, even though 
the document detailing the referral guidelines had long since disappeared. This clarity 
was probably due to the nature of the criteria themselves; women who were not 
candidates for pharmacological interventions were allowed access, as were women who 
specifically requested it. Referral criteria clearly set out who the service was for. 
5.3.2.3 Weff known service 
Obviously, clinicians are unlikely to refer to the service if they do not know the service 
is available and who is allowed to refer. This was not a problem at the women's health 
clinic as during induction, new medical staff observed the homeopaths and referral 
guidelines were constant. However, as the service developed at the first site, the criteria 
for those permitted to refer altered as the financial crisis deepened. Moreover, with a 
large number of potential referrers, constant turnover and a service based across two 
surgeries, ensuring that the service had a consistently high profile at. the first site was 
more challenging. 
A doctor, who had been in post for about two years at the time of the interview, said 
that the service was well publicised in the locurn handbook. But, publicity may not be 
enough. For example, a nurse who was a six month locurn said 
Well it wasn't that I wasn't aware. It wasn't flagged up. It wasn't 
promoted enough unless I probed and stuff like that. (Nurse, AL, 
line 3 7) 
Once the service co-ordinator spoke at a nurses' team meeting, this particular clinician 
fully appreciated that she could refer. Some potential rderrers may need personal 
contact, in addition to promotional literature, before referring. 
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5.3.2.4 Accessible and affordable 
Having access to local complementary therapy services which their patients can afford 
is very important to some clinicians. For instance, a doctor at the first site recounted 
that before her current position, she worked in a rural practice in Yorkshire. 'I'lle 
closest complementary therapists were 25 miles away. So, although many of her 
patients n-dght have had the money for treatment, the therapists were too far away for 
the doctor to feel comfortable referring. 
Several years later, she had access to complementary therapies 'in house', but still she 
only made one referral. For the first six months, she felt relatively negative about 
complementary therapies. For a variety of reasons (not to do with the service) that 
attitude began to change. But about the same time, the service encountered financial 
difficulties and patient fees rose from L5 and L3 (employed and unemployed 
respectively) to L10-15 and L5. 
I'm much more loathe to send people now because I know it's only 
L20 or something for a session but for a lot of people that's 
prohibitive. And that definitely has put me off. (Doctor, PS, line 57) 
Accessibility and affordability were also concerns for a doctor at the second site. After 
the aromatherapy and reflcxology service was stopped in January 2006, this particular 
doctor still suggested aromatherapy and reflexology treatrnents for her patients, but 
instead of givirig them the contact details of the nurse/ therapist who had previously 
provided this service on site, she preferred sending clients to the local beauty school 
nearby. 
People express a wish for aromatherapy, for people to see [nurse 
therapist] privately, but it's expensive. And Ifind that the clientele 
that we see, it really is outside what they can afford. But we're very 
fortunate here because we've got a very good beauty schoo1just 
round the corner from us and they provide quite a few 
complementary therapies there ... and because it's a training school 
then they'll offer it at f-5 to f8 a treatment so it's affordable. And 
you know, I've got to be honest with you and say that if I see 
somebody and clearly money is going to be an issue, I'll give them 
the leaflet to go round the beauty school rather than [nurse 
therapist] which isL25 to; C30 a session. (Doctor, TL, line 44) 
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So, in this case, a personal relationship with the therapist, who was also a nurse, held 
less sway than a cheaper service nearby. For both these doctors, local, affordable 
services were important precursors to referrals. 
However, an osteopath thought that local accessibility and affordability were "excuses"; 
the real reasons behind non-referral were more hidden. 
Yes, and usually the excuse is, we're private practice, , 
it's not 
provided for by the NHS. That wasn't an excuse when I was 
working there [GP surgery. I was still getting no patients. (Key 
infonnant, osteopath, JP, line 386) 
5.3.2.5 Evaluations 
Tbc purpose of evaluations in a 'NHS acceptable' complementary therapy service, at 
least from data in this study, is ambiguous. Rhetoric. insists that evaluations be carried 
out, but in practice, it appears that evaluations may have little effect on changing 
attitudes amongst NHS professionals; indeed they may not be read at all. 
In both services, evaluations were undertaken. In one, despite glowing interviews with 
nearly 30 patients and staff, the evaluation was deemed inadequate by local health 
commissioners. In fact, the relentless optimism of the report appeared to repel at least 
one PCT manager, who thought it was biased. In contrast, an enthusiastic clinician said 
that it confirmed Ids belief that the service was "a pretty good health intervention! '. In 
this case, the evaluation report did not appear to move either sceptics or champions, as 
both maintained their initial positions. 
In the other site, a comprehensive report covering health status and referral 
information was written. Aimed to support an application for further funding, it is not 
clear whether the publication of the report happened before, during or after the 
decision was made to extend funding. 
I don't know what happened to it [evaluation report] after [it was 
written]. Probablynot very much. It might have been used. By then, 
I was moving upwards and I think so other people were taking on 
the role and I'm not sure if they were interested enough to use it 
unfortunately. (Doctor, WW, line 191) 
Thus, decisions about further funding could have been made without commissioners 
consulting the report, even possibly before it was produced. Furthermore, future 
annual reports sent to the local PCT went unacknowledged. Yet the two homeopaths 
were adamant that producing regular evaluation reports was "very powerfuP'. In this 
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case, it appeared that the act of producing information may be sufficient, possibly to 
demonstrate the professionalism of the therapists involved and their willingness to be 
scrutinised. The reports themselves might not inform decision makers. 
The lack of a discernible effect of complementary therapy service evaluations on NHS 
professional attitudes and decision-making at these two case sites is probably not all 
that uncommon. In exploring the relationship between evaluation reports of NHS 
complementary therapy services and funding decisions across the UK, I found the link- 
between the two was tenuous at best (Wye et aL 2006). For example, the authors of a 
published study on a homeopathy service in Coventry noted that the decision to cut 
the service was made before publication of evaluation results. This was despite the aim 
of the evaluation being to inform funding and the demonstration of a positive impact 
on both health status and NHS cost pressures (Slade et al. 2004). In the case of the 
Glastonbury study, health commissioners "refused to continue its [the service's] 
funding, in spite of the very positive results of the evaluation" (Hills, 2005). Another 
study of the interaction between researchers and commissioners in designing and 
evaluating a complementary thempy service found that the evaluation had more effect 
on building relationships than decision-making (Warburton el al 1999). But, despite 
the apparent lack of impact of evaluations, for 'NHS acceptable' complementary 
therapy services they seem to be universally expected to monitor quality and 
performance. 
So, in summary, in addition to targeting specific treatments for specific conditions, a 
'NHS acceptable complementary therapy service should concentrate on high need, low 
income patients and regulate demand through mechanisms such as referral criteria and 
gatekeepers. Moreover, a 'NHS acceptable' service would be locally situated, affordable 
for patients and regularly publicised through informal or formal contacts between 
service providers and referrers. Finally, a 'NHS acceptable' service would be regularly 
evaluated, even if those reports are not read or fed into decision-making processes. 
5.3.3 High priority 
But all those 'NHS acceptable' features are futile if the complementary therapy service 
does not address NHS priorities, either by targeting national or local priority health 
conditions or populations or by addressing NFIS financial pressures. 
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5.3.3.1 Condition orpopulation priority 
Gearing service development towards local and national priorities permeates every level 
of NHS commissioning. To obtain funding, PCT managers have to write bids for 
existing and new services. These are granted by internal committees or external 
agencies, like the Department of Health. So, PCT managers become adept in marketing 
services in terms of priorities. One explained, 
At the moment, I know we have no money for enhanced services. 
Everything that I do is going to he on a pilot basis. So I'm trying to 
build that into [the bids]. And I know that the priorifiesfor the PCT 
have been drug misuse, sexual health, alcohol and some sort of 
mental health. (PCT manager, CB, line 89) 
She constructed her bids to address local priorities as they had a better chance of 
success. 
But unfortunately, complementary therapy services are not a high priority. 
Furthermore, if they are combined with low priority conditions or populations, they are 
vulnerable to cuts. This was the situation in the second case site. 
Everyone in the NHS, they're looking much more at teenage 
pregnancies and all those figures that are figures, whereas the 
[middle-aged] lady doesn't come high in the profile in the 
NHS .... She's not a target; she's not a numher; she's not an thing. y She's very impQrtant to thefamily and everything else at home, hut 
not in the NHS .... In the scheme of things, we're very much out on a limb really. Me're low priority is the [women's health] clinic, and 
so homeopathy is probahly even lower in that it's just an extra to 
our clinic. (Doctor, SP, line 287) 
Women with hormonal problems are low priority, as are complementary therapy 
services, so despite the high value accorded to the homeopathy service, when financial 
cuts were needed, it was discontinued. 
Low priority status means that no one is asking health commissioners to consider 
complementary therapy services generally. 
We don't have the same sense of responsibility for developing 
complementary medicine. Most things have got national 
frameworks, a national guidance, a national expectation or 
national targets. Complementary medicine hasn't. So it's in that 
sense it's morefringe still to us.... We're not having to hitparticular 
targets or implement particular government policies. (PCT 
manager, BC, line 13) 
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This nunager went on to explain how a national agenda on complementary therapies 
could affect local priority setting. 
Those things that get heavily promoted and then incentivised 
nationally are often the things that do develop. So, now whether 
that's done in softer ways through collaboratives and development 
teams that come in and help develop it. So you could have a 
complementary therapies development team.... So you could have 
that sort of national intervention that's quite soft or you could have 
a harder one that says by 2006 you will all have introduced 
acupuncturefor headaches or whatever, which is another approach 
that does happen as well .... Because it's a target and it'll affect our 
star ratings and so on. So the whole performance management 
system kicks in against a target, in favour of a target. So if 
government decides that it really is important to develop a more 
effective set of interventions, introduce some effective interventions 
that are known to he effective, cost-effective, perhaps as well as 
popular, then it can do it. (PCT manager, BC, line 85) 
So, without a national steer, health commissioning agencies have few incentives to 
develop complementary therapy services locally. 
5.3.3.2 'Add on'orinstead of' 
What does interest local commissioners, however, is the potential for complementary 
therapy services to reduce NHS cost pressures, including prescription costs, primary 
care consultation rates and dependency on secondary care. 
The more we can reduce reliance on secondary care, the more we'll 
see community developing. Vie more we develop community 
services that are effective at reducing hospitalisation, the less we 
will need to use hospitals. So I think if we could pick up the things 
that really make a big impact on people's hospitalisation rates or 
outpatient, use of outpatient clinics, they will get, they will be seen 
to he popular .... The real lever unfortunately to this [mainstreaming 
of complementary therapies] will be the reduced use of hospital 
care. (PCT manager, BC, line 89) 
So it is not enough for complementary therapy services to demonstrate good patient 
outcomes, they also need to show that patients reduce their use of other NHS services. 
We've only got one pot of money. We haven't got enough money to 
meet our current needs. So it's save to spend. Never mind saving 
. 00 here and spending f-50 there. It's not about taking money out of 
the system. It's about saying we've only got one pot of money and 
we've got to use it the best way. (PCT manager, RA, line 44) 
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"Save to spend" is a mantra amongst NHS commissioners. Complementary therapy 
services do not need just to be effective, they have to be more effective at improving 
health status than current services, cost less and save money for the NHS elsewhere. 
But demonstrating this has not yet been achieved. To date, the little evaluation data 
that eidsts shows variable results. (see 4.4.1) 
5.3.3.3 Unmet need 
Tbere is another catch. Not only do complementary therapy services have to 
demonstrate effectiveness superior to current interventions, cost less and save money 
in the NHS elsewhere, they have to avoid picldng up unmet need. In interviews, it 
became clear that "unmet need" had many different meanings such as: 
0 Those suffering potentially dangerous conditions such as high blood pressure 
without knowing it 
& nose who were aware of their condition but did not seek treatment either 
because they were rnanaging it themselves or because they were ignoring their 
condidon 
a 'Mose who were aware they had a condition, sought treatment but no services 
were availablc 
0 Those who knew they had a condition, sought treatment and services were 
available but services were substandard or ineffective 
With regards to complementary therapy services, PCT managers emphasised that 
services have to be geared for patients whom the NHS is already treating rather than 
those who are currently outside the system. 
This is a difficult concept to grasp. For example, it means that a patient uith low back 
pain having pýysiotherapy counts (as hospital costs are incurred), but someone with 
the same condition who is under 'usual care' (i. e. occasionally visits their doctor but 
generally makes no more demands) does not Ideally, complementary therapy services 
should treat the former but avoid the latter. Picking up unmet need is a real concern, as 
the NHS is already under severe financial strain. 
In fact, most of our community developments are at risk ofpicking 
up on that need as it is. So, if we had the respiratory nurse, we'll 
probably find more people with wheezes and so being seen that 
wouldn't otherwise have been done because they wouldn't have 
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been serious enough to get a hospital appointment.... Now that's an 
issuefor us about whether we're expanding the boundaries of NHS 
capabilily and NHS priorities because we're making it more 
available. That's already an issue for us and I think there is a 
concern that complementary therapies would take that evenjurther. 
(PCTmanager, BC, line 77) 
So local health commissioners may be interested in complementary therapy services if 
they believe the services deliver treatments that are more effective than cur-tent 
interventions, while costing less and reducing pressure in the NHS elsewhere, but all 
that has to be done without "expanding the boundaries of NHS capability, ". This might 
be setting impossible hurdles. 
5.4 Factors that did not influence service design, delivery or 
survival 
Having described the theme of 'structural factors influencing service design, delivery 
and survival', I will temporarily set aside the question of whether such a service could 
acmally exist and instead consider other aspects, beyond structural features, that might 
influence key gatekeepers to endorse complementary therapy service provision. But 
before presenting those that appeared to work in convincing clinicians, I will first 
consider several that appeared weaker than anticipated in developing the theme of 
'factors that did not influence service design, delivery of survival'. 
Before undertaking fieldwork, I believed that line management by health 
commissioners would be an indication that a complementary therapy pcrvice was more 
mainstreamed and by association, more highly valued and stable. At the first site, 
around three years after the service was launched, I was able to test this assumption, as 
the service became line managed by the Public Health Department. It made little 
difference, as a PCT manager predicted. 
I wouldn't say it 17ine management responsibility] made us [the 
PCT] more committed.... I'm not sure we can sayjust because we 
are managing the staff we would necessarily say - yes we can pick 
up VOO, 000 a year without any difficu4. (PCT manager, CB, line 
61) 
In a funding round later that year, although commissioners did earmark C3,000 to 
cover the rent of the office, which they might not have done otherwise, further funds 
were refused. Line management responsibility did not lead to much increased support. 
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Another potential influence that could have positively affected NHS professionals' 
attitudes towards complementary therapy service provision was personal experience. 
The power of personal experience to change 'hearts and minds' instinctively makes 
sense and was put forward by some study participants. For example, the chair of the 
original service steering group believed that taster sessions persuaded GPs to include 
shiatsu after their initial reticence, although a therapist said that nurses, rather than 
GPs, usually attended these sessions. Furthermore, a nurse who had used relaxation 
and massage saich 
It [using therapies yourseW makes you more aware and I think if 
you've had a benefit then you're more likely to pass it on and say 
actually well this workedfor me. Have you thought about it? And 
you become less sceptical ifyou've had a good experience with it. 
(Nurse, Af, line 121) 
Despite this avowed support for complementary therapies however, I could find no 
record of this nurse having-referred to the service. 
I found other evidence to cast doubt on the influence of personal experience. For 
instance, on the whole, the doctors who regularly referred to the women's health 
complementary service at the second site said they had very little personal experience 
of complementary therapies. Of the three therapies offered (aromatherapy, reflexology 
and homeopathy), one doctor had used aromatherapy and reflexology, while none had 
tried homeop; thy, despite this being the most popular therapy of the three. Two 
doctors had never used any complementary therapies at all, although one did have a 
daughter who was a physiotherapist trained in acupuncture. 'Me one who had had 
treatments in reflexology and aromatherapy was not particularly effusive about her 
experiences. In contrast, a fourth doctor was fulsome about her seventeen year 
treatment with a chiropractor. Overall, however, within this service, I was surprised to 
find only one doctor with extended personal experience of complementary therapies 
and many without, yet they were all uniformly enthusiastic about the homeopathy 
service. 
In the first case site, I also found the relationship between personal experience and 
referral behaviour confusing. Two doctors, who had the most positive attitudes and 
were responsible for nearly 200 referrals between them, had limited firsthand 
experience. One had had chiropractic treatment himself on one occasion. Another had 
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tried some shiatsu and osteopathy since the ser-. ice was set up, but said that his interest 
in complementary therapies pre-dated these treatments. Another doctor, who had had 
about the same level of experience of complementary therapies as these two, made only 
one referral. 
Conversely, a nurse, who had experienced extensive beneficial treatment with 
homeopathy, called herself a "cynic" and made no referrals. Another. nurse, who spoke 
very positively about her own treatment experiences, also referred no one. Moreover, 
four of the seven directors of the local PCT had some experience of complementary 
medicine, as they either were users themselves or had partners who were 
complementary therapists. Yet despite this personal experience, as an organisation they 
were reluctant to fund complementary therapy services. 
Perhaps this schism is because people separate their personal and professional selves; 
they may have had beneficial treatments personally, but their professional behaviour is 
regulated by other codes. In fact, one NHS professional did differentiate between his 
"personal" and his "personal professional" beliefs. (PCT Manager, BC, line 21) Of 
course, I am not saying that personal or family use of complernentary therapies does 
not make any difference at all, but these data do suggest that there is not a 
straightforward relationship between personal experience, whether bencfidal or not, 
and subsequent referral behaviour. It is more complicated. 
Moreover, complementary therapy services appeared to make limited impact on 
changing attitudes, despite some commentators suggesting complementary* therapies 
can actually transform biomedical practice (Peters, 2002; St. George, 2004). When asked 
if the service had changed her attitudes, one doctor responsible for 10% of the referrals 
at the first site said, 
No, probably not very much. I had the sense before that osteopathy 
and the physical therapies were useful and referring people has 
confirmed that. But I don't think it's altered my'attitude to the less 
evidence based therapies. (Doctor, BC, line 3 1) 
Another doctor, who referred extensively, said, 
I don't think I actually know any more about complementary 
therapies really. I can see the benefit of it because patients do 
really like it and they can see the benefit, but actually I haven't 
done any more reading about it. I don't know any more about the 
evidence about whether it works or not. (Doctor, BM, line 54) 
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At the second site, doctors reported that the homeopathy service had made them more 
"open7, but it neither changed their own clinical practice nor increased their use of 
complementary therapies personaUy. 
I can say it changed my view about complementary medicine but 
not my practice. My practice is the same what it was. But yes, I am 
referring patient[s] to the homeopathy because I know I can refer 
patients and this is available so I am referring. There is not much 
change in mypractice. (Doctor, SH, line 156) 
But a therapist said she would not have expected this. 
There's no direct contact with the [women's health] doctors. I 
don't work at the same time. 7he homeopathic medicines are put in 
a box and they're kept actually by the administrator, so they don't 
see our paraphernalia ... We're not crossing paths on a 
daily basis 
and they're not seeing our stuff on a daily basis. (Therapist, RR, 
line 247) 
So, overA access to complementary therapy services appears to have limited impact 
on attitudes, but evcn less on behaviour. 
Similarly, patient reported bencfit had a mixed effect. At the first site, some patients 
clearly believed feedback influences NHS clinicians. 
Well, physically it [acupuncture] did make a difference because I 
was quite seriously anaemic. And there was an improvement. And 
when I went back to the national health doctor because Ifound out 
through tests that the doctor had done that I was anaemic. And then 
she checked me again. And it showed that there was a marked 
improvement. And she said to me, "How did you do it? " (Patient, 
XM, line 23) 
Therapists also thought positive reports made a difference. 
One ofmy patients told me last week that he'd been to see Dr B and 
she had been going to give him anti-inflammatories, and when he 
said he was coming to see me she said, "Oh well, I'll leave it and 
see what the acupuncture does first. " And I think this is, for her, I 
think this is a big change from when the project first started. So 
that's nice because they've been gettingfeedbackfrom our patients. 
So yes, maybe the doctors are coming round. (Therapist, LK line 
549) 
One doctor did link his increasingly positive attitude to patient reports, along with an 
evaluation. 
Since I've been involved with referring patients and having that 
freedom and hearing about their views of it and through the 
[evaluation], myfeelings have movedfrom ambivalence to a much 
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more positive feeling that this is something that the community 
really wanted And it seems to do a lot of good (Doctor, BP, line 
22) 
But good patient feedback may have confirmed growing positive attitudes rather than 
sway the unconverted. Reluctant professionals seemed less moved. 
Well it's a popular service with the patients. I think that ,S 
important. And they do ftel it's another resource for them. And I 
think a lot of them do value it. But probably for the reasons I've 
said, there is less time pressure and they are being heard by 
somebody else really. (Doctor, HC, line 40) 
Patients might appreciate the service, and derive benefits from it, but that may not 
convince unsympathetic clinicians. 
This finding - that patient reported benefit may make limited impact on unreceptive 
clinicians - rather conflicts with the findings of the previous chapter that patient 
experiences can have an impact on the decision making of NHS professionals. This 
might be because NHS professionals apply one set of criteria and decision-making 
behaviours to biomedical interventions and another to complementary therapy 
treatments. So, for example, if a patient reports a positive experience with a 
pharmacological agent, a clinician might be more willing to be persuaded of its benefit 
as pharmacological interventions 'fie with his or her understanding of illness and 
disease. But a positive pýttient report of a complementary therapy intervention might be 
more easily dismissed, because of a sceptical clinician's preconceived attitudes towards 
complementary therapies. 
In summary, I found several factors that did not influence NHS professionals' attitudes 
and behaviour towards complementary therapies, as I thought they might. Tbes5 
included. NHS line managern- ent responsibility, personal use of complementary 
therapies by NHS professionals, exposure to a NFIS complementary therapy service 
and patient reported benefits. The next section develops the theme of process factors 
that did influence service design, delivery or survival. 
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5.5 Process factors influencing service design, delivery and 
survival 
5.5.1 Conunitment to patient centred care 
The values of the referrers' themselves, and the systems they operate in, appeared to 
affect attitudes towards complementary therapy services. In particular, I found doctors 
at the second site were more receptive to complementary therapies, because they 
worked within a personal and organisational framework that prioritised patient 
experiences and preferences. 
For instance, the complementary therapy service came about in response to patient 
demand and any woman who wanted access to complementary- therapies received it. 
Moreover, this commitment permeated other aspects of the service, from the 
consultation process to the service structure. Every clinician interviewed spoke about 
the importance of allowing the women themselves to select their preferred treatment. 
This was reflected in the patient pathway. 
So we [the nurses] would invite a group ofwomen to come ... and we 
would talk to them about the [condition], what it is, and self-help, 
including herbalism, homeopathy, aromatherapy, reflexoloýy, diet - 
phylo-oestrogen diet. We'll give them lots and lots of information 
for a couple of hours. And then ... some of them would go away and 
say, "Well I think I can manage it myself I'll go to the herbalist, 
I'll take a phylo-oestrogen diet, I'll change my lifestyle. " Others 
would say probably "IV like homeopathy, " others aromatherapy, 
reflexology, and some would say, "I'm so desperate I'm going on 
[drug treatment]. " .... If they wanted to come to the clinic, if they 
wanted to see [reflexo1ogistj or the homeopathist, they then had to 
go and see a doctor. -So then they see the 
doctor and then the 
doctor and the patient together would decide because they were 
informed, you know, "Well, you've been to one of the meetings, 
what wouldyou like? " (Nurse, TH, line 134) 
Both in-house and external options were explored; both complementary and 
biomedical treatments were discussed. Before patients made a choice, they were 
properly informed. But educating patients takes time, which was limited for doctors at 
the first site. 
The thing with generalpractice particularly is that we are very time 
pressured You know we can't spend half an hour or an hour with 
people. (Doctor, HC, line 36) 
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Like a colleague from [surgery] said, "Thinking about a 
complementary therapist is the Iasi thing in your head". You know 
the last thing you can think about, there is so much else going on. 
Time I think Consultations there feel very, very pressured And I 
don't oftenfeel I get time to think things through properly. Maybe if 
I did, the [service] would be higher up. (Doctor, PS, line 57) 
But doctors at the second site were less time pressured as they allowed thirty minutes 
for initial consultations and fifteen for follow-ups at three monthly intervals. In fact, in 
many ways, the doctors' clinical practice was similar to that of complementary 
therapists - too much so for some. 
[Under the first head of service], the ladies attending it became 
quite chronic attendees and you know, there were a certain group 
of them that came along almost like a coffee morning because this 
was my doctor and if [that doctor] wasn't here they wouldn't see 
anybody else. So, you know, they became quite dependant upon 
[that doctor], and as I siiy, it got a bit of a reputation for we were 
dealing with every blessed problem that they had in their lives. 
Apartfrom aVhing else, I didn't really want to be part of that type 
ofservice. (Doctor, TL, line 38) 
"Chronic" attendance and treating "every blessed problem" are hallmarks of 
complementary therapy care. So this bring up an interesting dilemma. On one hand, 
complementary therapy services offer NHS patients more time and stronger 
relationships with healthcare providers, which studies of patients suggest they want 
(Shaw et at 2006a; Shaw and Evans, 2006). Yet when the NHS system allows for this, 
patients can become too "chronic" and the service created is unattractive to some NHS 
clinicians. So how patient-centred can NHS services genuinely be? This point will be 
further elaborated in the discussion chapter. 
5.5.2 Under the same "umbrella" 
The doctors it the second site may not have understood the mechanisms behind 
homeopathy, nor been able to explain its principles, but they did regard the 
homeopaths as an integral part of the team. This was influenced by their observations 
of homeopathy consultations, through which they came to understand the treatment 
process and recognise patient bcncfits. 
nenever Ifirst came along to do this [women's health] work, that 
I actually spent time with [homeopath] and sat in with her, seeing 
her patients and I think it is really valuable that because it gives 
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you an understanding of actually how the homeopath works, you 
know, how they really go through their decision-making process 
and yes, Ifound that really valuable and I think yes, it is really a 
useful thingforpeople to do. (Doctor, TL, line 75) 
'Merapists also found their observations of biomedical consultations were useffil 
forums to discuss homeopathy. 
I have sat in with a lot of the doctors, I've gone and spent a 
morning in clinic with them so that I get to see more what they do 
and understand the system, and they get a chance to, and they've 
also used that time to ask me about what I do. (Therapist, RR, line 
69) 
Mutual observation did not occur with the clinical psychologist. 
We also use a psychologist, a clinical psychologist alongside us, 
who is very valuable, [name]. But unfortunately, she isn't happyfor 
people to sit in with her session and you can understand that 
because obviously it has to be a ve? y definite interaction between 
she [sic] and the client. So it's unfortunate reallyfrom that point of 
view, because it means we don't have quite as much understanding 
of the way she works, you know, she provides an information 
leaflet, but it's not the same really, is it, as being able to see the 
actual consultation process takingplace. (Doctor, TL, line 75) 
But although doctors did not understand clinical psychology fully, it still sits firnily 
within mainstream practice. Hence, not observing consultations may affect their 
attitudes less. But this was not the case at the second site for the aromatherapy and 
reflexology service. Doctors did not sit in on these consultations; consequently they did 
not understand the therapeutic process and were more likely to dismiss it as "just 
talking". In fact, one linked her lack of referrals to insufficient "experienee" of this 
therapy. 
I have not much experience in that thing [aromatherapy / 
reflexology]. I don't used to refer [sic] that many patients at that 
time. (Doctor, SH, line 84) 
In addition to educating the doctors and demonstrating the value of the therapy, 
mutual observations of consultations meant that homeopaths came to be trusted and 
were viewed as under the same healthcare "umbrella". Relationships were 
strengthened, and for one therapist, relationships were identified as pivotal in the NHS. 
Being in the NHS, I think is a very Kaj'ka-esque experience... and 
finding who is actually in charge of something is actually quite 
difficult.... And at the beginning, I took that very personally and 
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thought it's because it's homeopathy, it's because it's homeopathy 
it's a marginalised, fringe, wacky discipline .... But now actually my 
perspective is completely different. I think actually (laughs], [its] 
the whole way the bloody system works. The whole system is in 
some sort of chaos and depends on personal relationships and 
trust. (Therapist, RR, line 103) 
She may be right. Doctors from both sites reported that personal relationships 
influenced their referral behaviour. 
I think I'm a little bit cautious in terms of knowing who I'm 
referring people to. So I like to have gone along, have met the 
person, or else know through reputation that this is a reputable 
practitioner. (Doctor, TL, line 60) 
Now it may be because of my part time role at [surgery] but I 
haven't met any of the [service] therapists and I like to meet people 
and then I think Idjeel much more comfortable about saying, "You 
know what I think? You should go and see [Xj about this. Why 
don't we arrange a referral and this is how we can do it . 
...... And 
actually Idfeel more comfortable if there were other practitioners 
that I thought 'yeah fine they're kinda under the umbrella - we're 
all part of the same group, but I think seeing people as colleagues 
is important. (Doctor, PS, line 125) 
Perhaps clinicians at the second site clearly came to regard the homeopaths as 
colleagues under the same umbrella because the four key elements to forn-ling and 
sustaining an integrative team identified by Mulkins and colleagues were present 
including: 1) effective communication 2) personal attributes such as being a "team 
player", imparting enthusiasm and having a "pioneering" approach, 3) satisfactory and 
commensurate compensation for the work carried out, 4) a supportive organisational 
structure Nulkins etal 2005). 
Developing strong relationships may be easier in services where there are a limited 
number of therapists. One GP at the first site identified the profusion of therapists as a 
major barrier to building relationships. 
You know we do refer but part of the problem is that there are tons 
and tons of therapists, many of which dofew hours. It's hardfor us 
to get to know any of them particularly well and build up a 
professional relationship. (Doctor, BP, line 62) 
In this study, I found exposure to NHS based complementary therapy services was not 
enough for NHS professionals to perceive therapists as colleagues or for professional 
relationships to develop. These atiributes were more apparent at the second site and 
177 
appear to have been generated through mutual observations of consultations. But what 
if the therapist is a medical professional themselves? Would that confer automatic 
collegial status? Others have written about this (Adams, 2000; Thompson, 2005), but 
data from this study is less conclusive. 
None of the therapists at the first site had biomedical training. In contrast, at the 
second site two of the three therapists had biomedical backgrounds. In fact, the 
professional homeopath identified the medical status of her homeopathic colleague as a 
key ingredient of the success of the homeopathy service. Moreover, one doctor 
confessed that she was more "comfortable" with the medical homeopath. But 
interestingly, the aromatherapy/ reflexology service provided by the nurse was not so 
highly valued. So, possessing a biomedical qualification may help, especially in 
establishing the service, but it would not be sufficietft for NHS clinicians to endorse a 
complementary therapy service. It could be that doctors are more respected than 
nurses, hence the reasons that the medical homeopath was more highly esteemed. 
Nonetheless, drawing any definitive conclusion on the basis of only two practitioners is 
un-Aise. 
5.6 Summary 
5.6.1 Main findings 
This chapter began with the 'description and history of development of services at case 
sites'. A key finding was that the establishment and maintenance of complementary 
therapy services in the NHS depends on the engagement of a well-placed individual 
(ideally a doctor) with leader§hip qualities, who has contacts and knowledge of PCT 
comtrýissioning processes. 
I then explored the theme of 'structural factors influencing service design, delivery and 
survival' and outlined the 'structural features of a 'NHS acceptable complementary 
therapy service. NHS professionals are more likely to endorse a complementary 
therapy service that mirrors what they know. Such a service would offer a few select 
therapies, chosen on the basis of perceived effectiveness, for specific conditions of 
high priority or populations of high need. The service would be affordable, accessible, 
well known and evaluated. Mechanisms to regulate demand would be in place and the 
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service would cost less than current interventions, save money elsewhere in the NI IS 
and avoid previously unaddressed need. But an acceptable structure is only one element 
in winning over NHS professionals. 
A subsequent theme identified factors that I anticipated would make a difference and 
did not, while the final theme discussed 'process factors influencing service design, 
delivery and survival'. They included the development of good inter-professional 
relationships and the perception of complementary therapists as "under the same 
umbrella", which appeared to be facilitated at the second site by observation of 
complementary therapy consultations. A shared healthcar6 philosophy, such as a 
commitment to patient centred care, may also increase the likelihood of NHS 
professionals valuing the contribution that complementary therapies can make. 
5.6.2 Comparison of themes with existing literature 
The themes developed for the meso level topic of service design and delivery have not 
been preiiously identified in existing literature on complementary therapy services. 
Possibly, this is because this topic is so under-researched. However, one study does 
offer some comparative findings. Luff and Thomas carried out a study of ten 
complementary therapy services located in NHS primary care in the late 1990's (Luff 
and Thomas, 1999). Some of the findings from my study concur, while others disagree. 
For example, Luff and Thomas reported that one service, which provided healing, 
relied on word of mouth and patient reports, which had resulted in a "sea change" in 
GP attitudes. GPs agreed that patient feedback influenced them, as did the personal 
manner of the healer herself, although it is unclear whether GPs had actually met the 
therapist. In another site, GPs became convinced of the value of Alexander Technique 
through positive contact with the practitioner and good feedback from patients. 
Unfortunately, information from the Luff and Tbomas study is limited, so we do not 
know if the GPs who were influenced by the healer and Alexander teacher were already 
favourably disposed towards complementary therapies or if they became so through 
contact with these therapists. In this study, I found little evidence that patient reported 
feedback was sufficient to persuade reluctant or sceptical clinicians, but did reinforce 
the beliefs of those with already positive leanings. 
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On the other hand, both this study and that of Luff and Thomas found that "joint 
consultations" fostered excellent working relationships. For instance, in one of their 
study sites where joint observation of consultations did not occur, Luff and T'homas 
found that six therapies were perceived as excessive and relationships were poor 
between the therapists and between the therapists and GPs. But relationships were 
"excellene, in another service that offered "joint consultations" between GPs and 
therapists, even though eight therapists were employed. So, perhaps it is possible to 
employ more therapists and develop collegial relationships, if joint consultations or 
mutual observations of consultations take place. 
5.7 Conclusion 
In considering the thesis question of the alterations necessary to bring about 
mainstreaming, I have found that many changes, both in relation to structure and 
process of service design and delivery, would be necessary to create a NHS 'acceptable' 
complementary therapy service. Some of these alterations could be quite straight- 
forward to implement, whereas others would require great fundamental shifts in the 
philosophies and working practices of complementary therapists. This is discussed in 
depth in chapter 7. Ile next chapter explores potential changes to complementary 
therapy consultations asý the micro level topic of this thesis. 
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CHAPTER 6 Clinical practice 
6.1 Introduction 
This chapter considers the micro topic of clinical practice, specifically variations 
between complementary therapy treatments provided in the state funded and private 
sectors. Whereas the two previous chapters have primarily looked at the concerns 
about mainsýreaming from the perspective of NHS professionals, this chapter focuses 
on those of complementary therapists, mainly the potential effects of mainstreaming on 
treatment delivery. The principal question addressed is: What are the differences 
between complementary therapy consultations delivered in the Nf-IS and privately? 
In constructing this chapter, I have drawn on the following data sources: 
* Interviews with study participants 
* Observations of acupuncture and homeopathy consultations 
40 Wider reading, especially literature on healing and private biomedical 
consultations as well as studies of other complementary therapy services, 
complementary therapy users generally and complementary therapy 
consultadons 
From these data sources, several themes were identified and developed in relation to 
alterations in clinical practice in mainstrearning complementary therapies. These themes 
arc detailed in the table below. For detailed description of how these themes were 
-developed, see 3.5.1,3.5.2 and Appendix K 
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Tablc 10 Key themes, data sources and process of dcrivýmon (0- Ownic 1()t- micn) 
le-, -cl topic of clinical practice 
Theme Data sources contributing Process of derivation of 
to theme development theme 
Patient cliaractcris tics )bservations of (d 
cotisultations COMplenic-litar\ t1wrapY 
I iterature on private conliltýltl()ns 
biomedical consultations No. ". 1ding ot'litcniturc 
and surveys of 
complementary flierapy 
user, -, 
Similarities in private Intenic\x-, v1d) study Analysis of obscr\-ations of 
and NI IS cttings participant, complementary tlicrapY 
Obscrvations of consultations 
consultations 'I'llematic anak'sis of- ý, tud\, 
Literature on p riva t L, 
biomedical Consultations Reading of litcratUrc 
Differcrices in private Observations of Analysis of obscr\-at1()ns ()t' 
and MIS setting, consultations complementary tlicnip\ 
Iýitcraturc on private consultatiMill 
biomedical consultations 'I'lict-natic anak-sts of- ltllLl\' 
and complementary flierapy i11tCrv1C\VS 
consultitions Reading ot'literaturc 
Differences expected Observation's of Analysis of observations of 
in private and NI IS consultations complementary tlwrapý 
settings but not found Literature on prnivatc consultations 
biomedical consultations, 'I'lieniatic anak. sis ot'stud\, 
complcmcntatýl flicrapY interviews 




Space and time Observations of Analysis of observations of 
consultations complementary therapy 
Uterature on private consultations 
biomedical consultations, Reading of literature 
other complementary Thematic analysis of study 
therapy services and healing interviews 
Interviews xýith study 
participants 
This chapter begins with the theme of 'patient characteristics' in comparing the 
attributes of private and state funded complementary therapy users. It continues with 
the theme of 'similarities in private and NHS settings' and then with 'differences in 
private and NHS settings'. This is followed by exploration of the theme of 'differences 
expected in private and NHS settings, but not found' and concludes with the theme of 
'space and time', two factors that appear to create the greatest variations in clinical 
practice. Throughout, I argue that the differences between state funded and private 
consultations appeared to be minimal and largely due to modifications in consultation 
length. 
But before continuing, there is an issue around semantics. Individuals treated with 
complementary therapies in the private sector are usually referred to as "Clients". NHS 
clinicians call users of their services "patients". When therapists treated individuals in 
the NHS sector, sometimes they borrowed mainstream lexicon and used the term 
"patients". Moreover, in this study, some study participants were both "patients" and 
"clients" as they were treated in both NFIS and private settings. Accordingly, I have 
used those terms interchangeably, along with "usei? ', throughout this chapter, except 
when I am referring exclusively to the private sector - in which case I use the term 
"clients". 
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6.2 Patient characteristics 
In exploring the theme of 'patient characteristics', surveys have generally found that 
complementary therapy users tend to be women between the ages of 35-60 with higher 
educational qualification and greater disposable incomes (MacLennan el al 1996; 
Eisenberg et al 1998; Blais, 2003a; Thomas and Coleman, 2004). But as 90% of 
complementary therapy provision is in the private sector CIbomas et al 2001 a), these 
studies are dominated by private consumers; less is known about those who are state 
funded. To compare the characteristics of state and private users, the following section 
details user characteristics from those observed in treatments in the two case study 
sites. In total, ten individuals were observed in fourteen acupuncture consultations and 
eight were observed in eight homeopathy consultations. 
In comparing patient characteristics across private and state funded settings, as well as 
between the two case sites, I found that: 
Overall more women (n=13) were treated than men (n=5). In the NHS setting, 
there were seven female and three male patients; privately three women and two 
men were treated and three women were observed in both private and NHS 
settings. 
Amongst acUPuncture patients, more men were treated in the NHS setting than 
privately, while with homeopathy, more women were treated in the NHS and more 
men privately. This is to be expected given that the NHS homeopathy service 
treated women only. 
The age range across the two sites and between the two types of settings was 
sin-ffir, with only one patient falling outside the age range of 35 to 60. 
0 AR but one patient were white. 
* 13 of the 18 patients, whether NHS or private, were employed. 
Known occupations amongst private clients included: vicar, theatre director, 
housewife/ former nurse, cafe assistant and former builder. Known occupations 
amongst NHS only patients included: factory manager, nurse, care assistant, 
carpenter, shop assistant. 
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There was a tendency for private clients to have more professional occupations, 
although a former builder attended privately, while a factory manager was treated in 
the NHS. Interestingly, nurses and care assistants were treated in private and MIS 
settings. 
Another issue to consider is type and severity of presenting symptoms. Determining 
exactly what was being treated was complex, as complementary treatments can work on 
physical, ernotionaL mental and spiritual levels simultaneously. With acupuncture, often 
the acupuncturist, the client and I had different understandings about the focus of the 
treatment. For example, one client said her treatments were for anaernia; I thought an 
eat infection was the main complaint and the acupuncturist said that she was working 
on bereavement issues. Another client requested treatment for insomnia, I thought the 
therapist focused on dispeffing excess liver energy, but after the client left, the 
acupuncturist remarked that the crux of this case was the client's relationship with his 
mother. This was a surprise, as during the consultation the acupuncturist only asked 
one question about the client's mother. . 
Although the discrepancies were less remarkable between my and the therapist's 
perceptions on the principal conditions within homeopathy consultations, again 
identifying the range and type of symptoms and conditions receiving treatment was not 
immediately obvious. Hence, in distinguishing the focus of treatment, readers should 
be aware that only my understandings of interactions and conversations observed in 
one-off sessions are presented; the therapists and clients, who in many uses have 
worked together much longer, may have very different interpretations. 
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Table II Principal condition, in acti])LlllCtLir(. - consultmions, 
NHS onIv 
Patient 3 B,, ick pain 
Patient 4 Insomill"i sinus I)ain 
Patient 5 Skin infectioti jobstress ýIlcolml dL-j)('I)d(. 11cN 
Patient 6 Shoulder c), hip pain death of friend,, housing 
problems/ pm-erty 
Patient 7 Sickle cell imwinhi timrit,, il rchitionship 
Private onIv 
Patient 9 Immunm, booster 
Patient 10 Far infection job stress 
NHS & private 
Patient 1 Flar infection bLicider infections 
Patient 2 Groin stniin IMMI-1111ity boost liregm. int tccnagc 
granddaughter 
Patient 8 Loss of sensation in ibdomcn 
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Fable 12 Principal conditions in homeopathy consultition, 
MIS only 
Patient 11 Low libido vagln; d dl-Yncs, 11w flil"dw, 
Patient 12 1 lot flu"11c, night S\'. 'C, -Its 
Patient 13 1 lot flushes 
high blood prcssurc 
tIIlIlItLIs 
licartburn C()Ilstll), Itl()Il 
Patient 14 Breast pain Illood swilws nut-Ital prohicnis 
Patient 15 wIngs low 111)1(1() dc"Ith of. 1 fricild 
Private only 
Patient 16 1 ýow iiliillunit\ý fc%lI- of 11cights 
Rclationsi-Iip \VIth mother & siblings 
Iiick (0-clicl-gY 
Patient 17 Insomnia motor ncuronc (Ii, casc III \k 
Patient 18 1 lot flushes astlit-na LIL-1-11 lilt it I,, 
In examinIng these data, I concluded that In this StLKIV: 
1. NI IS acupuncture patients xvere more hkcly to expericlicc physical conditions stich 
as sickle cell anact-nia and pain in backs, shoulders and hips whilc privatc 
acupuncture chents received treatment, for car infcctions and lowered ininwilitv. 
Thosc indnicluals who cxpcncnccd both NI IS and private consultations rccluircd 
treatmctit for conclitions such as bladdcr problems, groin strain and abd(miltial 
complaints. 
2. Unsurprisingly, as the homeopath observed was a specialist n felliale hornw, 'III 
conditions, manv of the patients suffered from hormone related . 
vniptotils- 
The client most severely debilitated by his condition was thc formcr buildcr will) 
motor neurone disease \-, 'ho nOW LISCd a Wheelchair. I Ic was a honw()pýitliv 
patient. 
4. MIS acupuncture and homeopathy patients appcarcd to li,, ivc sonicwhat mort, 
complex circumstances, often With multiple physical C()"(Iitl()Il" In addItIO11 to 
emotional or social problcms, but this was not the I)r(, s(-r\ c ()t si: itc ttindt-d 
padents. 
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5. Two of the 14 acupuncture consultations were primarily focused on immunity 
boosting, as acupuncturists often recommend that clients have a treatment every 
few months when the seasons change. (personal communication, therapist LK and 
acupuncture user, KKý This reflects the use of complementary me(licine in 
promoting self-care and prevention of illness. 
Having explored the theme of patient characteristics, the next scction considers the 
theme of similarities in private and NHS settings. 
6.3 Similarities in private and NHS settings 
When exploring differences, similarities are often overlooked (Silverman, 1987), hence 
the importance of noting and reporting them. In observing acupuncture and 
homeopathy treatments in both settings, the structure of each consultation was broadly 
consistent. 
In acupuncture consultations, the therapist would begin with a general question such as 
"how are you? " and the client would either talk about recent activities or describe 
physical symptoms. After discussion of their physical condition, the acupuncturist 
usually would steer the conversation into more sensitive areas such as emotional, social 
or fmancial difficulties. Occasionally this was initiated by the question, "How arc you in 
yourselP" Sometimes the acupuncturist would suggest dietary changes (avoiding wheat 
or alcohol), exercise (walk at lunchtime, chi gung classes) or other sources of help 
(nutritionist, housing bencfit). Tbc therapist often examined the client's tongue while 
_the 
client was still seated in the chair. Once the client had partially disrobed and was on 
the couch, the acupuncturist usually checked pulses and then told the client what she 
planned to do. Often, after inserting a needle, the therapist would check that the client 
had felt "the electric pulse" which indicates that a point has been correctly needled. 
When all needles were inserted, the therapist would wash her hands. 'Men sometimes 
she would sit quietly or leave the room or she would slowly circle moxa around the 
needles while the client rested. Occasionally, once all the needles were inserted, the 
acupuncturist would start a conversation into a more intimate topic but often there was 
silence. After the needles were extracted, the therapist sometimes rubbed oil into the 
points and occasionally massaged the client's head, shoulders, back, legs or feet. The 
client then had a few minutes to dress, while the acupuncturist replaced the couch 
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paper, tidied away any remaining needle papers and put all used needles in the sharps 
bin. The client would pay, arrange the next appointment, thank the acupuncturist and 
leave. 
A typical homeopathy consultation would begin with the therapist asking about the 
source of referral (for new clients) or ascertaining when the last consultation took place 
(follow up). With new clients, the homeopath would outline the structure of the 
session, give a brief explanation of homeopathy and complete a form with contact and 
medical history details before asking about presenting symptoms with a question such 
as "what would you like help with? " For returning clients, she would enquire about 
symptoms since the last visit and sometimes ask for specific details of how and when 
prescribed remedies were taken. Topics usually covered in both first and follow up 
consultations included: sleep, dreams, general health, appetite and digestion, bowel 
movements, relationships with family, thirst and 1ýMIOP. Other topics occasionally 
discussed included conventional medication use, update on areas discussed in previous 
consultations and use of other complementary therapy treatments. 
Occasionally, when the consultation was relatively advanced, the homeopath would 
ask, "So what do you feel you need help with now? " In drawing the consultation to a 
close, the homeopath would either prescribe a remedy with instructions or would say 
that the client would be contacted once a remedy was selected. If a prescription had 
been made, the client would take the first dose before leaving the consulting room. 
Sometimes the homeopath would refer clients to potentially relevant reading material, 
other types of health professionals (for example counsellors, allergy testers) or in one 
case suggest that the client should drink six glasses of water daily. The client would 
complete a MYMOP form and schedule the next appointment. Usually, as the client 
was leaving, the client would thank the therapist but sometimes the therapist thanked 
the client first. 
Overall, similarities in both state funded and private acupuncture and homeopathy 
consultations were so extensive that without knowing where the treatment had taken 
place, I would not have been able to guess. Differences between the two were marginal. 
In identi6ling and isolating these, I continuously reflected on whether the difference 
was attributable to setting or to individualisation of treatment. However, before 
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presenting the differences from my perspective, the foUowing section begins to explore 
the theme of 'differences in private and NHS settings' from the perspectives of 
therapists and patients in interviews. 
6.4 Differences in private and NHS settings 
6.4.1 Differences noted by therapists 
Overall, therapists noted more differences between settings than patients. However, 
'whýile at least one therapist mentioned every point below, not an would concur with 
each observation, as their individual experiences varied substantially. With that caveat, 
therapists commented on differences across settings in patients, premises, time, 
equipment, relationships, money, clinical autonomy and treatment delivery. 
In considering differences in user characteristics, a therapist commented that MIS 
patients were less knowledgeable about complementary therapy treatments and 
consequently more time in initial consultations was taken to fully inform them. Several 
noted that NHS patients were more likely to suffer from serious physical and social 
conditions and have greater medication use. 
[Private clinic patients are] usually people that are massively 
busy, seIr-employed or high pressure jobs, whereas the stress of 
[NHS patients] is due to their life circumstances and not having 
work, not having any money, yes the opposite, andfamilyprohlems 
and housing problems, they live in a block offlats and they don't 
get any steep because the person next to them is up all night, and 
drugs and people visiting the house all the time, music playing. 
(Key informant, JP, line 158) 
NHS premises were sometimes noisier with people talking outside and footsteps in 
corridors. They also could be more basic with greater security devices such as bars 
on windows and locked doors. 
I was going to say about the security because it was always locked 
up, because of drugs and things-As just really weird to be in a 
practice where I worked through the morning and then you finish 
lunch time and I may still have a patient and the whole place is 
barred up and so youjust have to use the back exit, take the patient 
through, where all the doctors and nurses go, show them out the 
fire exit. (Key informant JP, line 114) 
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Constraints, especially those of time and equipment, were more apparent in MIS 
settings. The number of private consultations was unlimited, whereas in MIS settings, 
the maximum was eight (site 1) or six (site 2). For some therapists, consultation times 
in the NHS were reduced, especially for homeopaths, who usually spent 90 minutes in 
first consultations and 60 in follow ups privately but were limited to 60 minutes for 
initial consultations and 20-30 minutes for follow ups, But other practitioners, such as 
osteopaths, increased their NHS consultation times by 10-15 minutes to carry out 
administrative tasks. Private consultations were more likely to over-run, especially if no 
other clients were scheduled. It was harder to obtain eqtýipment such as essential oils 
through NHS supply chains, as there was no precedent in the requisitions system. 
One therapist felt that private clients had greater expectations than NHS patients. 
I think they expect more if they come private.... I think they are 
more impatient with their treatment, because each time they have to 
pay they will re-evaluate whether it's worth it, whereas with NHS 
patients, theyjust, they're more likely tojust go, "okay well, I'll try 
this and see what happens " and it'll be longer before they evaluate 
whether it's worth their time. (Therapist, RR, line 211) 
This therapist also felt that boundaries-were better in NHS consultations. 
I've got clear boundaries with them, whereas with my private 
patients, sometimes I get tangled up... 11s partly that women [with 
hormonal complaints], I'm now veryfamiliar with and their issues, 
so, you know, I've worked out any boundary issues that were there, 
and there's also the wonderful edifice of the NHS, which you can 
hide behind, you know, the bureaucracy. (Therapist, RR, line 203) 
Another, who worked as a nurse and a therapist, believed that relationships between 
practitioners and clients were more equitable in private consultations, but patients 
revealed more in NHS consultations. 
The women would tell you a lot more when you went in a uniform 
[as a nurse]. Although I didn't wear a uniform at [GP surgery] or 
[GP surgery], I think they still looked at me as the 'the therapist' 
and they were 'the patient, whereas if you go into somebody's 
home you are more woman to woman. So it's more an even thing. 
(Therapist TH, line 268) 
A study of private homeopathic consultations also found that clients believed their 
relationship with their therapist was more balanced than their relationships with MIS 
clinicians (Chatwin and Collins, 2002). 
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Ihe nurse/ therapist quoted above was the only study participant who mentioned 
money, commenting that private consultations were better paid. She also felt that 
private therapists have greater freedom to work more flexibly, but perhaps she was 
comparing this to her experience as a nurse in the MIS. 
Several therapists mentioned differences in treatment approaches. A homeopath said 
she prescribed higher potency remedies in the NHS. An acupuncturist noted a 
tendency to "over treat" in the NHS, defined as inserting more needles than usual. She 
also found some treatments such as "yin strengthening" easier to do for clients at 
home. An osteopath said he focused more on self-care measures with NHS patients. 
But only one therapist mentioned feeling less effective within the MIS, and 
interestingly, this particular individual had also worked as a doctor in the MIS and as a 
private homeopath. 
I don't think I'm as effective here [in NHS]. I'd like to be more 
effective. There are times when I know I'm not effective and I know 
it's because of the time loss and I'll start again ftom the beginning 
and bring them in because I know that's what's wrong. I've not 
been able to get into the case because of the limejactor. (Therapist, 
YT, line 282) 
6.4.2 Differences noted by patients 
Unlike therapists, the patients who were interviewed - all of whom had experienced 
treatments in NHS and private settings - initially identified no differences between 
settings. With further probing, some patients re-considered, but the differences were 
minor. 
For example, in interview one acupuncture client found that private clinic sessions felt 
more like pampering than those she had experienced in the private home setting or the 
NHS. 
When I went to see her at [private clinic] Ifelt. as though it was a 
very cosmetic exircise if you know what I mean --- acupuncture, 
and that was really strange because of all the times that I've seen 
her and the different places that I've seen her in, I really didjeel a 
bit like, as though I was going off for a massage or a facial. 
(Patient, XC, line 142) 
Another acupuncture client commented that the therapist asked more "psychological 
stuff" in private consultations and that the client tended to He for a longer time vrith 
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the needles inserted in the private home setting, which may have had an impact on 
effectiveness. A third acupuncture client definitely felt there was a difference in 
effectiveness, in that positive benefits were generated faster and remained longer in 
private home consultations because of use of an infrared lamp, not available in the 
NHS setting. 
It'sjust that when she's using the lamp, it's warmerfor longer, if 
you know what I mean. Rather than use the little stick thing 
fmoxa] .... And also it warms up quicker with the 
lamp. (Patient, A, 
line 28) 
Despite this, this client still preferred receiving treatments in the MIS for practical 
reasons - it was closer to her home. A fourth acupuncture client thought that the 
quality of the treatment in the two settings was the same, but that the therapist's home 
was more comfortable. 
In contrast, the homeopathy clients, with the exception of one client who commented 
on the restriction of six sessions, tended to note differences in premises and location 
only. All three homeopathy users, who had experienced both private and MIS 
treatments, commented positively on the pleasant surroundings of the private clinic, 
but nonetheless, convenience of location rather than quality of physical premises was 
prioritised. Two clients preferred the private clinic because it was closer to their homes, 
but another preferred to attend consultations in the NHS as the clinic was closer. 
6.4.3 Differences noted by the researcher 
During my observations of consultations in private and NHS settings in the two case 
study sites, I noted four differences wl-ýich were not mentioned by any therapist or 
patient. The first is that clients were accompanied by family members (spouse or 
children) in two of the eight private consultations, while patients alone attended the 
fourteen observed NHS consultations. Silverman and Strong also found that private 
clients were more likely to be accompanied (Silverman, 1987; Strong, 2001). 
'Me second is that in the NHS setting, acupuncture patients completed NMIOP 
forms in initial consultations as part of ongoing service monitoring, whereas private 
clients did not. Although the homeopath did use NMIOP in private consultations as 
weU as in the NHS, and for every consultation, this is unusual and could be because she 
had an interest in research. 
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The third is that private home acupuncture clients experienced a greater range and 
number of procedures, partly because the therapist had more equipment at home. For 
instance, one private home client received needling on her front, needling on her back 
with moxa and then cupping. In total, the client had four procedures. In discussing 
this, the acupuncturist commented that she was able to perform two sets of needling 
with some NHS patients but tended not to use cups, the infrared lamp or certain types 
of moxa because that equipment was not transported to the NHS setting. 
Another difference, again identified from my observation of acupuncture consultations, 
was that some NHS patients disrobed vithout being asked. In two of the nine NHS 
acupuncture consultations, patients took off their coats, shirts, skirts or shoes before 
sitting down in their underwear to converse with the therapist. This never happened in 
any observed private consultations. The acupuncturist commented in an interview that 
this had only happened once before in the home setting - to her annoyance. Her 
explanation for this behaviour amongst NHS patients is that they were conscious of 
time constraints. Although this is possible, undressing is common in GP consultations 
and I believe patients transferred their previous biomedical experience into the context 
of acupuncture treatments. Undressing in somebody's home however, would seem 
rude, unless explicitly invited. This interpretation is supported by the therapist's 
negative reaction when this occurred in her home practice. Perhaps biomedical mores 
operate at a more subtle, unconscious level in NHS settings than either therapists or 
patients recognise. 
6.4.4 Differences identified in detailed analysis of observations of 
consultations 
Despite the differences identified above, in general, therapists, patients and I agreed 
that variations in clinical treatments between the two settings were minimal. To test 
this further and gain greater understanding of the similarities and differences, I carried 




Before presenting tl-ýs analysis (full details available in Appendix E), a brief description 
of the matched homeopathy patients follows. The first homeopathy patient, called J ulie 
(pseudonym), was observed in the NHS. She was 58 years old and suffered from a 
variety of conditions including tinnitus, arthritis, prolapses, high blood pressure, 
constipation and frequent viruses. Although she was having herbal treatment at her 
local GP surgery and took numerous prescription medications, she sought homeopathy 
for problems with decreased libido, hot flushes and sweating. Julie was married with 
two adult sons and worked as a care home assistant for the elderly. 
The second homeopathy client was observed in a private clinic. Named Lucy 
(pseudonym), she had been referred by a doctor at her local surgery, who also worked 
at the women's health clinic where the NFIS complementary therapy service was based. 
As a member of a private health insurance scheme, half the fee was reimbursed. Lucy 
was 50 years old and also had numerous complaints including asthma, contact 
dermatids, fibroids, joint problems and back pain. Unlike Julie however, Lucy 
considered herself healthy. She was seeking treatment as she could not take medication 
for hormonal conditions and was suffering from night sweats and hot flushes. Married 
with one grown up child, Lucy, like Julie, also worked as a care assistant. 
Despite different clients being treated in different settings, there was a surprising 
degree of similarity between NHS and private homeopathy sessions (see Appendix E). 
Most remarkably, the two consultations finished within 30 seconds of each other. Many 
2opics such as menstrual history, family health history, referral route, current health 
status, dreams, fears and phobias were covered in each setting. In some cases, the 
homeopath used the exact same words to elicit information e. g. "run me through a 
typical night". 7hroughout each consultation, she repeatedly prompted "anything 
else? " The forms used in each setting, a patient information form and MYMOP, were 
identical. The therapist wrote down the remedy prescription in each case and gave 
similar instructions for contacting her between treatments. 
But, the variations are also interesting, In terms of topics discussed, most differences 
were client initiated (holidays, exercise, -herbal medication use, psychic ability) or client 
specific (caffeine intake, bladder habits, combining different types of medication). The 
private client experienced a physical examination for a skin complaint, while the NI IS 
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patient did not. The NHS patient was given an information sheet on homeopathy, 
while the private client was not. At the private clinic, the remedies were stored outside 
so the homeopath left the room, while remedies were carried into the Nf IS consulting 
room. The NHS setting was much noisier with six episodes of external noise, one of 
which prompted the patient to raise her voice, while in the private setting, outside noise 
could only be heard mice. 
The other notable difference, which is not due to setting but to homeopathic 
individualisation, is the remedy prescribed. Despite having similar symptoms, the two 
women were given different remedies for different reasons - sepia for one and 
folliculinum. for the other. Sepia was given for the mental picture of Julie's psychic 
abilities and love of the sea, while folliculinum. was prescribed for Lucy's physical state 
to address previous artificial hormone use. The process of remedy taking also differed; 
sepia was to be taken three times a week for four weeks while only two folliculinum 
tablets were to be ingestea over a 24 hour period. Furthermore, the follow up time 
varied, in that the private client was asked to return in four weeks, while the follow up 
consultation for the NHS patient was s, et for three weeks. 
In commenting on a previous draft of this chapter, the observed homeopath said that 
the standardisation of her clinical practice across NHS and private settings was 
deliberate. In establishing her NHS practice, she realised that she could provide good 
quality treatments within NHS time restrictions and so reduced her private consultation 
times to keep both in line. 
If I can do it in an hour in the NHS, then I can do it in an hour in 
my private clinic.... I couldn't afford to he self-indulgent with my 
time. (Therapist, Cfromfield notes 26.3.07) 
Hence, she was unsurprised that the consultations so closely paralleled each other. 
6.4.4.2 Acupuncture 
Whereas the similarities between the homeopathic consultations in the two settings 
were remarkable, variations between the two matched acupuncturc sessions were 
greater (full details available in Appendix E). This was despite the fact that it was the 
same client being treated for the same condition, rather than two different clients being 
observed, as was the case in the homeopathy consultations. 
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Alice, the patient whose NHS and private consultations were selected for this analysis, 
is described in the first chapter of this thesis (see Chapter 1). She was seeking treatment 
for a lack of sensation in her abdomen following a Caesarean section over 10 years 
previously. 
Broadly, the similarities between the two matched acupuncture consultations included: 
" Tongue and pulse diagnoses 
" Needling of the abdomen 
" Twisting of needles 
" Application of tnoxa 
" Physical examination 
" Healing silences (defined as two minutes or more. after all needles are inserted when 
both the client and the therapist are quiet) 
" Washing of bands by the therapist 
" Client payment 
" Client re-booking in two weeks time, 
It was relatively quiet in both settings. Both treatments aimed to strengthen abdominal 
muscles, but the NHS treatment also addressed a recent symptom of blocked sinuses. 
The NHS consultation was more physically demanding, partly because the therapist 
attempted to treat the sinus condition and also, without access to the infrared lamp, 
the therapist had to create heat herself So, she applied healing energy to the client's 
face, scraped the client's abdomen and regularly circled needles with moxa. Unlike the 
private session, where the therapist sat down several times and left the room on two 
occasions in the NHS consultations her only respite was for two minutes mid- 
consultation while writing notes. Since this patient followed four previous MIS 
patients and this was a particularly demanding treatment. perhaps it is unsurprising 
that the therapist showed signs of fatigue. 
Some of the differences between the two settings were due to factors other than the 
use of the infrared lamp in the private consultation. The private consultation was more 
sociable; the client's daughter was present, there was some initial chat about skiing 
holidays between the four of us, the therapist showed the daughter different types of 
needles as they whispered about acupuncture and the client hugged the therapist at the 
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end of the consultation. However, the festive atmosphere could have been because 
Christmas was a few weeks away. 
Both consultations over-ran; the private treatment by nine minutes and the NHS by 
five minutes. The private consultation was 14 minutes longer than the MIS 
consultation. Two and half minutes of small talk, an extra five minutes of needling time 
(46: 00 privately compared to 41: 35 in NHS) and over three extra minutes of healing 
silence (25: 04 privately compared to 21: 44 in NHS) may account for some of that 
variation. Although roughly the same number of needles were inserted, it took longer 
in the NHS setting to complete the procedure (19: 40 in 'NHS compared to 8: 41 
privately). The client rested longer in the private setting once all were in place (28: 39 
privately compared to 21: 55 in NHS). The impact of increased exposure to needles on 
health outcome is not known; it appears to be a subject of debate (Campbell, 1999). 
So, the analysis of paired consultations leads to the same conclusions as the key 
findings from interview data - differences between the delivery of treatments in the 
state funded and private are minimal. Where setting specific variations are noted, they 
tend to be attributable to time and space. But before exploring these further, I will 
consider the theme of 'differences expected in private and NHS settings but not 
found'. 
6.5 Differences expected in private and NHS settings but 
not found 
Interestingly, apart from one therapist, no interview participant volunteered source or 
quantity of money as a notable difference between treatment settings, perhaps because 
it was too obvious. In probing the impact of personal financial contributions during 
interviews, some considered the quality of service and noted no differences between 
settings, whereas others reflected on the potential of personal financial contributions to 
enhance commitment to the therapy or motivation to change unhealthy behaviours. 
Ifyou pay, it's the commitment. I'm coming from the patient's side 
up to the payment thing ... It's much more a taking control thing, deciding how you're going to spend your money. -It's like I will 
take control of my life .... Ais is my 
decision. This is my money and 
I'M going to spend this on my health. (Patient, XC, line 294) 
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A: I don't ask for 15 [pounds] with most people [in the NHS 
setting]. I've only asked one person so far. 
Q: And why didyou decide 15 would be [the right amount]? 
A: She's giving up smoking. It helps the motivation. (Therapist, 
LK, line 417) 
But encouraging motivation and commitment through payment has its limits. 
Q: Some therapists believe that when patients pay they're more 
likely to get better because they've invested more in their treatment 
and they're more motivated. Do you think that's true? 
A: No, no, because when I used to go to the homeopath, he's always 
telling me I should stop smoking or I should stop drinking.... I said, 
"I know but I'm sorry this is how I'm coping. " So even though I 
was paying him I wasn't totally taking his advice. (Patient, XC, line 
286) 
Interestingly, this is the same patient quoted previously, who remarked that direct 
payment increases motivation. lberefore, while some may argue that personal financial 
contributions influence commitment to health, neither clients, therapists nor I as an 
observer could identify any differences that were directly attributable to money. 
Instead, as one therapist noted, private sector fees are inextricably bound with private 
sector premises. This is addressed in the final theme of this chapter, 'space and time', 
which is explored next. 
6.6 Space and time 
6.6.1 Space 
In this study space came to be defined in several ways: 
1. Geographical location of the clinic or surgery 
2. Physical premises of the clinic, surgery and consuIting rooms including d6cor 
3. Room allocation 
4. Topography of the building 
Before exploring these, a brief description of the private consulting rooms follows, 
NHS treatment rooms were described in Chapter 5. 
Ile private setting for the homeopathy sessions was a clinic located near the city centre 
in a precinct close to a university. A converted scmi-detached house, clients sat in a 
waiting room with natural light whilc classical music softly played in the background. A 
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receptionist sat behind a waist high counter and books and nutritional supplements 
were on sale. A large notice advertised a talk on NfYMOP; a poster listed therapies 
offered at the clinic and an article on the "Power of Homeopathy" was prominently 
displayed. The whole atmosphere was one of "lush calm" (phrase taken from field 
notes), despite the steady stream of clients and sporadic ringing telephone. 
The consulting room, situated across from the waiting room, echoed this relaxed 
atmosphere. Large, painted blue and white, with a window, a mirror and many plants, 
there was a desk and two chairs in a comer, over wbich hung an angel. A professional 
certificate (n6t belonging to the observed therapist) hung on the wall. On the treatment 
couch in the middle of the room, manila folders with notes were spread out. Although 
there was some natural light, two lamps at opposite comers of the room provided soft 
lighting. 'Me room was comfortably heated. Observations took place in February 2006. 
In addition to NHS premises, acupuncture observations occurred in two private 
settings. The first was a clinic located above a shop selling herbs, homeopathic 
remedies, cosmetics and books. A receptionist sat in a small waiting room where a 
water cooler and magazines were placed. The consulting room was next to the waiting 
room, although upstairs there were further treatment rooms and a toilet. The treatment 
room for the acupuncturist overlooked a busy road at the bottom of a hill and so the 
sounds of buses and motorcycles changing gear and accelerating were constant. The 
room was painted in natural colours, with strips of soft green wallpaper, and a neutral 
carpet. An oversized wooden table and two chairs were next to the window, with 
another chair opposite. The treatment couch dominated the ccntre of the room. At the 
other end of the room (not pictured), there was a sink with a disposable towel 
dispenser. Next to this, was an alcove where another chair, a stool, towels and blankets 
and assorted toys and books for children were stored. The room was warm. 
Observations took place in October 2004. 
The second private setting of the therapist's home was much quieter. The 
acupuncturist lived in an inncr city residential area in a three bed, mid-terrace house. 
On entering the house, a corridor led off to the left into the treatment room that had 
recently been painted white. With a large bay window overlooking the front garden, the 
room had plants, bare floorboards with rugs, a bookshelf, a cabinet with supplies and a 
desk with two chairs by the window. At the foot of the treatment couch was a coal 
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effect fireplace that was on during treatments. The room was warm and cosy. 
Observations took place here in December 2004. 
As noted previously, while patients generally found private consultation rooms more 
pleasant, accessibility to the location, rather than the quality of the physical 
environment, was prioritised. In contrast, the quality of premises was occasionally 
important to therapists, although one felt that it was largely immaterial. 
And I think to afair extent the physical premisesfor what I do are 
largely irrelevant. I think they are for most people any way .... If 
you're giving a really nice relaxing massage then as long as the 
place is clean and doesn't smell and is warm enough and correctly 
lit, I don't think it matters whether you're in a concrete bunker 
which ispainted in drizzly black and grey stripes or whetheryou're 
in a really lovely beautifully appointed treatment salon. I really 
don't. (Therapist, XH, line 22) 
Another therapist also told me that the impact of the environment was minimal. 
We were working in a portacahin at [site onelfor thefirst year; [it] 
was. somewhat oppressive though not as bad as you might think. 
Looking at it, really at the end of the day the focus is between the 
two people and what's going on in the treatment. The room isn't 
that important. (Therapist, LK, line 123) 
Yet a patient, who had been treated by this particular therapist, recounted that the 
therapist had frequently complained about the premises, while the patient herself 
claimed that the treatment and the therapist were more important than the physical 
surroundings. 
A: Oh shejust thought it [the portacab inj was dreadfuL 
Q: Did she give you specifics? 
A: Oh I think, I don't know, the noise, the noise, I think it got hot in 
there or cold in there, shejustfound, shejust really obviously didn't 
like the portacabin. But Id say to her, "It doesn't really bother 
me. " Because I think the thing is I was going for treatment, the 
couch was the same, she was there, the treatment was the same, 
and Im not that kind ofperson, I'm quite easygoing, that things like 
that don't really bother me, as long as it's clean and tidy. (Patient, 
XC, line 132) 
Another therapist, interestingly with a nursing background, found the NffS premises 
so disturbing that she moved buildings. 
It's a horrible, horrible clinic, I hated it there. The atmosphere's 
awful, it's what I call a sick building. The noise outside, I mean, 
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I've actually been doing a treatment and there's been drilling in the 
road, there's been cars peeping, there's been ghetto blasters. 
(Therapist, TH, line 188) 
So, although excessive amounts of noise can disrupt treatments, therapists and patients 
tended to agree that physical premises are largely immaterial to the quality of 
constfltations. 
Instead, space appears to have a different impact; it influences the extent to which 
patients and therapists feel valued. For instance, one patient at the first site preferred 
the new building, which had replaced the portacabin during fieldwork, because it 
contributed to her feeling well looked after. 
You know if you have physical problems and you go to see 
somebody to help you, I think it does make a difference to feel that 
you're worth it in a way. Yhat you are really well looked after. And 
I think the environment does affect fthat]. So obviously it kinda 
makes you feel good to walk into a nice premise and to see there is 
good equipment and lhereý is [sic] goodfacilities there rather than 
walking into a dinSy, little portacabin. (Patient, XM, line 108) 
Ilierapists also equated space, in terms of allocation of consulting rooms, to the value 
given them and their service. 
When Ifirst went there it was a very strange experience. I was up 
on the secondfloor and Id go through one, two - two locked doors 
with different codes and then through another two doors and then 
I'd turn right, and I would he in something that actuallyfelt like a 
broom cupboard next to this tiny loo. Ifelt like I was in the broom 
cupboard. I think Ifelt very hidden, and I was therefor about two 
years so patients would manage to find me, and Ifelt very. sort of 
lik [shoripausel very hidden, very unvalued, but carried on doing 
what I was doing. (Therapist, RR, line 108) 
The connection between quality of premises and perceived worth was also made by 
doctors and administrators during interviews with those worldng in both case study 
sites. 
Q: And so who would actually make that decision then [about room 
allocation]? 
A: There's a sort of a service 
booking system and there's a 1( 
shouts the loudest sometimes... 
[women's health] clinic would 
(Doctor, SP, line 342) 
manager really, well, there's a 
t of discussion and debate, who 
and our homeopalhs and the 
be fairly low in the shouting. 
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Well um yes I suppose other people have rooms that [the 
complementary therapy service] wouldprefer. But I think when we 
prioritised it and took a view of all the GPs, I think the GPs think 
the drug workers are more important than the [complementary 
therapy] people. You know it's really us deciding that really. 
(Administrator, F, line 11) 
Interestingly, therapists objected to their room allocation because it was next to a large, 
noisy waiting room; and, as previous findings show, complementary therapists can find 
excessive noise disruptive. 
'Merefore, while complementary therapies might be allowed into NHS premises, sub- 
standard or inappropriate room allocation delivers a message about their value. In a 
study of a complementary therapy service located in an Israeli hospital, Shuval also 
found that the consultation rooms were located on the "geographical margins" of the 
hospital buildings, which symbolised their fringe status (Shuval, 2001). 
But room allocation can have another impact; it can facilitate or hinder relationships 
between complementary therapists and mainstream healthcare professionals. For 
instance, at the second site, a doctor commented that her relationship with one of the 
complementary therapists was non-existent because they worked on different floors. A 
therapist remarked that she now knew other doctors since moving downstairs. 
Moreover, the relationships between NHS staff and therapists improved when 
schedules coincided, as room allocation permitted. 
When we started off, we deliberately had clinics running at the 
same time. It might he in different parts of the building but then at 
least we could see each other.... And there was sort of an informal 
cross over or you knew that somebody was working so ifyou had a 
problem, wait until theyfinish seeing that woman and then go and 
talk to them or sort of send a message -I want to talk to you at the 
end of the clinic about something or other.... It's much better when 
it's at the same time. (Doctor, WW, line 154) 
In addition to room allocation, building layout also fosters inter-professional 
relationships. One therapist had worked in two MIS GP practices. In comparing the 
two, she commented, 
A: One difference actually was the building itself, which was a lot 
more conducive to people meeting each other and speaking, having 
conversations in corridors and things which is nothing to do with 
the organisation of the project, that'sjust a different place... 
Q. - How was the layout different then? 
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A: It -was just the position, I'm talking about the actual practice 
premises, itjust, there was a nice staff room there so it was easy to 
chat with the physios and anybody. 
Q: And was there any staff room [at the portacab in at site one]? 
A: There is a little one that was occasionally occupied by a 
harassed reception person. There's no, no sense of space to make 
social relationships there at all actually, dreadfulfrom that point of 
view, it's worse from that point of view than it was from the 
practisingpoint of view actually. (Therapist, LK, line 365) 
Nurses at the first site also identified the importance of social spaces and "mingling" in 
developing inter-professional links. 
Q: And what is it that is necessary to make that sort of integration 
happen? 
A. - Well something like an area that we all use, or use together 
would help enormously. 
Q: Like a physical area? 
A: Yes, like a coffee room. (Nurse, VL, line 55) 
You know certainly in a staff rqom setting at lunchtime... if they're 
sitting here chatting over lunch you get to know what they Ire doing, 
and it just makes you more aware, they raise their own profile if 
you like and they don't kind of slip in and slip out again andpeople 
kind of think oh, who was that? We've got to recognise them now 
and so we do, but they don't ever mingle with us and I always think 
that's a bit ofa shame. (Nurse, M, line 145) 
But testing the proposition that unplanned encounters can lead to informal 
relationships and inter-professional referrals is not straightforward. According to 
interview sources from site one, ad hoc contacts were infrequent in both GP surgeries 
where treatments were offered. Nor is the second site more helpful. Even though the 
reflexologist/ aromatherapist moved from onsite to offsite and she noted that referrals 
decreased, other factors such as her impending retirement might have been more 
influential. During interviews, study participants, both therapists and NHS clinicians, 
believed that shared social spaces would lead to greater visibility and use of the 
services. Intuitively this makes sense, but it cannot be tested further in this study. 
Overall, the findings suggest that space, in terms of accessibility of clinic location, is 
prioritised by patients. Patients are less concerned by physical premises and d6cor than 
therapists, as long as noise levels are acceptable. But space confers other meanings, 
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such as an indication of value, and facilitates social interactions, such as relationships 
between complementary therapists and mainstream practitioners. So, although space 
itself does not affect complementary therapy treatments, it may influence the degree of 
mainstrearning possible. 
6.6.2 Time 
Another key difference study participants noted between consultations in private and 
state funded sectors is time. Time and space have an interesting relationsl-ýip; 
sometimes the two are used interchangeably to indicate the -same concept, such as a 
quiet pause to reflect. In this study, time had d-ds more ambiguous meaning as well as 
'clock' time, or the allocation of minutes to individual treatments. In addition, time was 
also defined as the total number of consultations. 
An obvious difference between time in NHS and private consultations is that in both 
case sites, state funded treatments were limited in the total number of treatments 
allowed, whereas private treatments were not. However, none of the therapists 
interviewed found this stipulation onerous, as in both services the option of extended 
access was available at the request of the patient. 
As mentioned previously, the consultation lengths of the observed homeopath 
remained consistent across the two settings: 60 minutes for initial consultadons and 20- 
30 minutes for follow-ups. The acupuncturist worked in three settings: two private and 
one state funded. In her home private sessions appointments were 60 minutes; NFIS 
practice treatments lasted 50 minutes and private clinic consultations were 45 minutes. 
T'he acupuncturist chose to timetable her private clinic consultations for 45 minutes as 
the rent in that particular clinic was high and she needed a steady throughput of clients 
to meet it. In principle, her private clinic appointments were the shortest and private 
home consultations the longest. In all settings and across both case sites, the therapists 
themselves set these consultation times. 
The longer -appointment times of complementary therapy treatments, compared with 
biomedical consultations, is a source of controversy. Many believe that any changes 
brought about through complementary therapy interventions are due largely to longer 
consultation length (Ernst, 2005; Grossman, 2005) and some studies support that 
contention (Bikker et aL 2005). In this study, a few clinicians at site one also expressed 
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the view that the therapeudc effectiveness of complementary therapy treatments is a 
result of lengthier consultations. 
And I think it's been proven with a lot of complementary therapies 
or a lot of non-NHS treatments that what people value is time and 
feeling that they've been heard. (Doctor, HC, line 36) 
A nurse expanded on this by suggesting that the sense of value patients derive from 
longer appointment lengths is responsible fox positive health outcomes, rather than the 
therapeutic intervention itself. 
It's the fact that somehody is taking an interest in them rather than 
what they [the therapists] are actually doing. (Nurse, AL, line 104) 
Moreover, she suggested that if NHS clinicians also offered longer appointments, they 
too would have this effect. 
But I also think that it could also possibly, equally he met by the 
ratio of staff to patients being better so that we've [NHS stafj] got 
more timeforpeople. (Nurse, AL, 104) 
But patients in this study did not agree. 'Ihey believed that time alone is not sufficient 
to create positive health outcomes; the interventions themselves have benefit. 
Q: Some people think the difference that complementary medicine 
makes is in terms of the time. That i(people had 40 minutes or 45 
minutes talking to their doctor, they wouldfind benefit as well. 
nat do you think about that? 
A: Well I think that's a bit naive because I dont spend that time 
talking to [therapist], she's actually giving the treatment. 
Q: So you think that talking alone isn't enough to actually make a 
change to yourphysical symptoms? 
A: (participant shakes her head) That would , make 
them all miracle 
workers, wouldn't it? (Patient, XC, line 348) 
Q: You know you sound quite positive about your doctor. Ifyou had 
maybe 50 minutes with her... [would that help]? 
A: But she doesn't do, in normal medicine they don't do anything, 
except drugs. It's drugs. (Patient, XM, line 348) 
So patients in tMs study believed that time spent in conversation alone did not lead to 
improvements in their symptoms; the therapeutic interventions did. Nonetheless, there 
is some validity in the views quoted previously. The oft-cited phrase, "I've got a lot of 
time for W', clearly demonstrates that within our culture giving time is associated with 
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apportioning value. Furthermore, some doctors openly acknowledge and respect the 
power of time and appreciation in promoting healing. 
But I think that if an individual is treated as an individual, then I 
think they are well on the way to getting better. You know I think 
there is sort of a barrier with particularly looking at a screen and 
here's a prescription. I think that that is less likely to help. And 
complementary therapies tend to give a little more time. Theyfeel a 
little bit more valued. (Doctor, WW, line 170) 
Moreover, with increased time, listening is facilitated, which some study participants 
believed is an essential component of healing. 
They know you've really listened and heard what they're saying, 
then they can start to deal with it in whichever way they want.... 
(Therapist, TH, line 144) 
Conversely, this same therapist, who also had a nursing background, perceived the lack 
of listening by some mainstream practitioners as detrimental. 
Because I had the time, I had the time to listen... when you go to 
see the doctor and he gives you a pill basically he's saying, "Here 
take this tablet and go away". (Therapist, TH, line 320) 
In addition to listening, silence may also be important, which is increasingly 
acknowledged within the allopathic field as reflected in the quote below. 
Inner silence has profound effects on both the body and mind. One 
experiences a state of deep rest, marked by decreases in heartbeat 
rate, oxygen consumption, perspiration, muscle tension, blood 
pressure and levels ofstress hormones. One also achieves a state of 
heightened mental clarity and emotional ease. Whereas stress saps 
vitality, silence restores it. "ereas stress lowers resistance to 
disease, silence raises it (Bloomfield, 1989). 
Some therapists in this study noted that with longer consultations, the opportunity for 
qiaict reflection increases. 
Well Ijust think it's [silence] essential. Because we get so little of 
it, because society as a whole is yin deficient, and for women 
especially the demands are that the attention should always he 
outside of the selfand with otherpeople. (Therapist, LK, line 191) 
This same therapist continued by explaining her understanding of the connection 
between silence and healing. 
Well it's when the babble in the mind can be stilled.. it's as if 
you're in a cafg there's babble going on all around you but with 
babble going on all aroundyou you're still turning attention to your 
own table and your own meal, the babble will still be there. But 
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when all the attention is on the babble there's no hope of opening 
up, there needs to be a certain amount of stillness and a certain 
amount of concentration before insight can arise, that's what I 
think, it's the insight that makes the change, it's the attention and 
consciousness going to the place where it has been stuck, it's the 
first place where people go because that's where it hurts. And you 
need to provide space for that to happen. The needles help to focus 
that. (Therapist, LK, line 191) 
Patients also acknowledged that the needles worked to focus on pain and facilitate 
connections between current and past concerns. 
I don't know how this can possibly work, but I do believe the 
acupuncture does actually trigger memories somehow. I don't know 
how that can work. But I was quite taken aback by myself Really, 
that I suddenly started talking about you know things that I hadn't 
thought about in ages, but also opening up about current problems. 
(Patient, XM, 143) 
Interestingly, all of the quotes from interview participants, whether biomedical or 
complementary, refer to the sarne phenomenon occurring in complementary therapy 
consultations: the application of focused attention. 111is attention may come from a 
therapist listening and/or by the client focusing inwards to pay heed to "where it 
hurts". Some may dismiss and minitnise the importance of this but therapists, and 
some of the doctors, believed it was critical for healing to occur. However, focused 
attention may not be the only healing clement as patients believed the interventions 
themselves have a therapeutic value. 
So, the concern is that in transferring complementary therapy consultations from the 
private to state funded sector, treatment time may be reduced, focused attention 
compromised, therapeutic interventions weakened and effectiveness impaired. In tl-ýs 
study, tl-ýs was expressed as -a concern about "cutting comers", a phenomenon that 
both patients and therapists mentioned. 
You kind offeel that's the NHS, isn't it? They're always giving you 
the cheapest option even though you know it's brilliant that they did 
offer it [complementary therapy treatments] for five pounds and 
they cut corners a little and maybe that extra ten minutes can make 
a difference to somebody. (Patient, S, line 66) 
I cut comers, which I shouldn't do. * history taking is slightly 
different. Whereas at [private clinic] I will allow the patient to tell 
their tale completely, here I let them start off but when I'm looking 
at the clock and it's ten minutes to go, I start cutting corners, trying 
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to form another remedy, which is not the right way to do things. 
(Therapist, TT, line 276) 
But although time may impact on clinical practice by disturbing and lin-ýiting the 
focused attention of therapists, patients may not notice the difference. 
Q: In terms of time, the [NHS] sessions are about 50 minutes and 
her home sessions are in theory an hour.... So that's a difference of 
between ten and twenty minutes, do you have a sense of what's 
different in that ten to twenty minutes? 
A: No, not really because it's all just so relaxing. The lime just 
goes, you don't know. You've got no feeling of time because Youre 
just in a situation where it IS really, really relaxing. And time's got 
no length. (Patient, A, line 35) 
Another patient also identified the level of relaxation as key to the quality of a 
consultation. 
Q: "at for you is the right amount of time in terms of an 
acupuncture appointment? 
A: Well, the hour that we normally have. 
Q: At [GP surgery] you only get 50 minutes don't you, 45 or 50 
minutes? 
A: "at at [GP surgery]?.... 
Q: In theory it's supposed to he 50 minutes. 
A: A because it didjeel like an hour. . 
Q: But when I saw you yesterday [at GP surgery] it was 46 
[minutes]. 
A: Was it really? 
Q: Yes and when I saw you at [private clinic] it was 49 [minutes]. 
A: Really? 
Q: So they were actually 
A: The same time 
Q: More or less the same time, but did i1feel that way to you? 
A: Ifelt as though I'd had an hour yesterday [at the GP surgery]. 
Q: And what do you think gave you that sensation that felt like an 
hour? 
A: I suppose the level of relaxation that you achieve. (Patient, XC, 
line 168) 
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This illustrates several interesting points. The first is that despite numerous previous 
appointments, the patient believes NHS consultations are 60 minutes. The second is 
that regardless of nearly equal consultation lengths, she felt that one was longer than 
the other. Finally, she equates the length of consultation time to the level of relaxation 
acl-ýieved. So, in considering the impact of reduced consultation time, as long as 
sufficient time is allowed to reach an acceptable standard of treatment and for patients 
to realise their expectations, then from the patient perspective, the actual consultation 
time may be shortened without repercussions. However, this study can only explore the 
process, not outcomes, of treatment. We do not know if shortened consultation times 
have an impact on therapeutic effectiveness and therefore health status. 
To continue my exploration of the influence of time on clinical practice, I analysed 
observations of acupuncture consultations in each setting (private home, private clinic 
and NHS). The aim was to learn more about how time in consultations of different 
lengths is allocated to different activities. In particular, I was curious to learn what 
happens to the extra time. This type of comparison was not possible for the 
homeopathy consultations as appointr-gent times in the two settings remained constant, 
However, with acupuncture consultations, several aspects were compared including: 
1. Intended versus actual consultation length 
2. Period of time that the patient lay with needles inserted (measured from the 
application of the first needle until extraction of all needles), also known as 
"needling time" 
3. Number of procedures 
4. Length and number of healing silences, defined as two minutes or more after all 
needles were inserted when both the therapist and patient remained sflent 
Please see Appendix I. 
With the caveat that only two private clinic and three private home consultations were 
observed, these tables suggest some differences in the use and allocation of time in 
different settings. These include the following- 
Ilic acupuncturist tended to run late in private consultations. Private home 
appointments overran by a minimum of two and a maximum of 12 minutes with an 
average of nearly eight minutes. Private clinic treattncnts also ran late but not by 
such a large margin (mean 2: 44 tninutes). But in the MIS setting, while the 
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therapist overran in four of the nine consultadons, the remaining treatments 
finished within the fifty minute allocation. 
0 Because private home consultations overran to such an extent, on average private 
home client appointments were 20 minutes longer (mean 67: 52 minutes ranging 
from 62: 33 to 72: 00) than NHS patients (mean 47: 45 minutes ranging from 41: 48 
to 55: 03) or private chnic clients (mean 47: 44 minutes ranging froyn 46: 27 to 49: 00). 
0 Although intended NHS consultation time was 50 minutes and intended private 
clinic time was 45 minutes, in practice, on average, the length of consultation time 
was identical (47: 45 and 47: 44 minutes respectively). 
Needling time was twice as long for private home clients (mean 49: 23 minutes 
ranging from 46: 07 to 55: 02) as for private clinic (mean 25: 42 minutes ranging from 
25: 11 to 25: 40) or NHS patients (mean 28: 25 minutes ranging from 17: 03 to 41: 35). 
Interestingly, private clinic clients, on average, received the least amount of 
needling time, although only two consultadons were observed. 
0 On average, private home clients received a greater number of procedures (2.3) 
than private clinic clients (1.5) or NHS patients (1.4). 
Private home clients experienced more healing silences for longer duration (on 
average 5.6 silences lasting on average 29: 12 minutes) than NHS patients (on 
average 1.7 silences lasting 11: 50 minutes) or private clinic clients (on average 1 
silence lasting 3: 21). 
So in the case of this acupuncturist, extra time from extended consultations resulted in 
more procedures as well as longer needling times and healing silences. But there is 
much debate within the acupuncture community as to the therapeutic benefits of 
longer needling times (Campbqll, 1999). 'ac effect of this and the other noted 
differences, including longer consultation times, on health status is not known. But if 
we assume that the benefits from acupuncture consultations are derivcd from some 
combination of these elements, then this suggests that private home clients may have 
access to greater potential benefits. Given this, interestingly, NHS treatments, in terms 
of consultation time, needling time and number of procedures, were comparable to 
private clinic treatments. Orýdy in healing silence is there a difference and that perhaps 
owed more to client specific factors (see Appendix I). 
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In summary, variations in consultation times can affect elements of the treatments, but 
patients and therapists might be unaware of these. Tbc quality and perceived 
effectiveness of a treatment for both parties may be measured by other factors, such as 
the degree of relaxation. As long as consultation times remain of reasonable length, 
both patients and therapists are likely to be satisfied. 
6.7 Summary 
6.7.1 Main findings 
This chapter opened with the theme of 'patient characteristics', finding that few 
differences existed between NHS and private patients. The next theme explored 
'sin-ýIarities in private and NFIS settings' of which there were many - to the extent that 
it would be difficult to identify the setting location without prior knowledge. 
The chapter continued by discussing 'differences in private and NFIS settings' from the 
perspectives of therapists, patients and myself as the researcher, all of which were 
relatively minor. Within the next theme, 'differences expected between private and 
NFIS settings but not found', I discovered that higher fees did not appear to influence 
the delivery or experience of complementary therapy treatments unduly. Ths chapter 
concluded by elaborating on a theme concerning the two most frequently noted 
differences, 'space and time'. I found that differences concerning 'space' for patients 
centred on location of clinic premises, while for therapists there was an added 
dimension of acknowledgement of value to mainstream colleagues. With 'time, I found 
intended and actual consultation rates were remarkably consistent across homeopathy 
consultations regardless of setting, while there was greater variation in acupuncture 
consultations. NHS and private clinic acupuncture consultation times were comparable, 
but longer private home consultations meant that extra time was allotted to 'healing 
silences' and length of time with needles inserted. 
6.7.2 Comparison of themes with existing literature 
All of the themes in this chapter have been identified previously in Hills's study of 
Glastonbury Health Centre (Hills, 2005). The theme of differences between private and 
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NHS settings was also explored in Christine Barry's ethnographic study of homeopathy 
in South London (Barry, 2003). 
In comparing findings from this study with other studies, Strong (2001) and Silverman 
(1987) explored differences in private and state funded biomedical consultations 
through observation of consultations of hospital consultants. In both these studies, a 
principal finding was that the social relationship between the doctor and patient 
changed, -with doctors behaving more impersonally witl-dn the NFIS and relying on 
"collegial" authority, or the authority of the institution rather than the individual 
practitioner. Although I looked for these types of differences amongst the therapists I 
was observing, I could find little surface evidence that their behaviour varied in this 
way. Perhaps this could be explored more extensively within another analytical 
framework, such as conversation analysis. 
In comparing these findings to studies of private and NHS complementary therapy 
consultations, I found some overlap. In her study of a professional homeopath and a 
medical homeopath, Barry found that the medical homeopath was always late, tired, 
hurried and "jaded" because of the pressures of time in the NHS setting (Barry, 2003). 
Although I would not describe either of the two therapists in this study in tl-ýs way, 
within NHS consultations, the pressures of time were much more obvious, Moreover, 
in her interview study -of professional therapists working in both NHS and private 
settings, Hills's participants identified many of the same differences as the therapists 
interviewed in my study, including variations in patient understandings of 
complementary therapies, complexity and longevity of patient conditions, premises, 
time, clinical autonomy and treatment delivery (Hills, 2005). Interestingly, however, 
because so many variations weic discussed in interviews within both Hills's study and 
my own, I anticipated finding many more marked differences between the MIS and 
private settings when conducting observations of consultations. This was not the case. 
This leads me to two conjectures. The first is that, as Silverman suggests, because the 
study focus was on differences, these may have been over-emphasised at the expense 
of identifying similarities in interviews. The second is that therapists may internally be 
aware of differences, and believe they are externalised, but their behaviour does not 
reflect this. In fact at the second site, the observed therapist remarked that I would 
observe her difficulties with poorer boundaries with one of her private clients. Yet 
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when I observed this consultation and analysed it later, I could find little difference 
from those consultations in which the therapist felt the boundaries were clearer. 
However, because only two therapists have been studied in a limited number of 
consultations, the transferability of findings from this study is limited. Other therapists 
working in complementary therapy services with more rigid protocols might find their 
clinical practice more severely affected. Indeed, two interview studies with therapists 
working in other NHS settings with stricter referral criteria and time restrictions found 
the therapists perceived that their practice was more radically impinged upon (Gibson, 
2003; Hills, 2005). 
Furthermore, the limited degree of variation found in this study may be due to the 
fringe status of complementary therapies within the NHS. As long as complementary 
therapy services are not 'core business', and this was the situation at both case sites, 
then perhaps an attitude of laissez faire predominates within the NHS system. If 
complementary therapy services were taken more seriously however, they might have 
to meet expectations of higher throughput, tighter time constraints and greater 
monitoring to mould them in line with NHS biomedical consultations. This point is 
expanded in the next chapter. 
6.8 Conclusion 
In exploring the micro, topic of clinical practice, in thýs study I found few differences 
between consultations in private and NHS settings and those that were identified 
tended to be related to time and space. Iberefore, there does not appear to be evidence 
I here that the clinical practice of therapists in this study is much altered by the MIS 
setting. So, in considering the broader thesis question of the alterations necessary for 
mainstreaming complementary therapies, this suggests that some therapists would be 
required to make few changes to their clinical practice. The next chapter draws together 
the findings from the macro, meso and micro levels and discusses their implications. 
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CHAPTER 7 Discussion 
7.1 Introduction 
'Me aim of this study was to explore the mainstrearning of complementary therapies 
into NHS primary care. The main research question was: what adaptations are 
necessary amongst the complementary therapy community to obtain mainstrearned 
status within NHS primary care? To address this, I considered issues at macro, meso, 
and micro levels. At the macro level, I explored the role of evidence. At the meso level, 
I looked at service design and delivery, in particular the structural and process features 
of a 'NHS acceptable' complementary therapy service. At the micro level, I investigated 
variations in clinical practice in private and NHS settings. 
'Me purpose of this chapter is to draw together findings from across the three levels 
and discuss their implications. This chapter begins by discussing the themes from each 
of the macro, meso and micro levels. I then summarise the key contradictions and 
challenges that face proponents of mainstreaming. The chapter concludes with the 
application of change management models to assess the feasibility and progress of the 
mainstrearning of complementary therapies. 
7.2 Macro level -Evidence 
T'he aim of the chapter on evidence was to explore its role in mainstrearning 
complementary therapy services. Five themes were identified and discussed including- 
paradigmatic tensions between biomedical and complementary therapy models 
of health and illness 
iheto-tic on evidence based decision making 
'realit-ý of evidence available 
9 discrepancies between rhetoric and reality 
0 other influences on decision maldng. 
7.2.1 Summary of themes at macro level 
VvUle exploring the theme of 'paradigmatic tensions', I found that some ask 'does it 
work? ' while others focus on 'is there a benefit? ' Depending on personal orientation, 
.1 
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different types of evidence are convincing. For example, evaluations tended to 
reinforce the beliefs of the converted without convincing sceptics, despite the 
production of positive health outcome data. But evaluations would be more valued, if 
they provided information on the impact of the service on NIIS costs. However, the 
inclusion of these data, even with outcomes demonstrating a positive effect, may not 
influence the decision-making process. Hence, complementary therapy service 
providers must be seen to carry out evaluations, because these are expected markers of 
professionalism, cognisant that the results may make little difference on attitudes or 
decision making. 
In looking at the theme of 'rhetoric on evidence based decision making', the discourse 
at national and local levels suggested that "strong" clinical evidence was the gatekeeper 
to mainstream status. But several difficulties and incongruities were idendficd in this 
study, while exploring the theme of 'discrepancies between rhetoric and reality' 
including- 
The assumption was erroneously made that claims of "strong" evidence were 
free from personal interpretation. However (unsurprisingly), there was no 
consensus on which therapies had "strong" evidence. 
Ihe majority of commissioners and clinicians did not know the evidence on 
complementary therapies firsthand, nor. did they know where to find it as 
studies in complementary therapies were rarely published in their favoured 
mainstream sources. 'Mcreforc, opinions about therapies with "strong" clinical 
evidence were usually based on unconfirmed impressions. 
The complementary therapy with the strongest evidence base (herbal 
medicine) in the literature was the least prevalent of the "Big 5" in general 
practice and was actively excluded at one site, while other less evidence based 
therapies were adopted. 
Counselling, a therapy that was formerly outside the NHS, now is widely 
provided within the confines of the NIIS, although the evidence for 
counselling is weaker than for some complementary therapy interventions. 
216 
0 Doctors at site one who professed that clinical evidence dictated their 
decision-making referred patients to complementary therapies, despite stating 
that the evidence for complementary therapies was negligible. 
0 In the commissioning bid for the re-vamped complementary therapy service 
submitted at the first site in 2006, no supporting information on clinical 
evidence appeared nor was any required. 
Perhaps these discrepancies between the rhetoric and behaviour of NHS professionals 
is due in part because professionals' views can be shaped by forces other than clinical 
evidence such as patients' experiences, the perceptions of experts, personal contact 
with researchers, the views of trusted colleagues and their interactions with each other, 
as found with the theme of 'other influences on decision making'. If this is true and, to 
take Gabbay and Le May's (2004) terminology, "mindlines" are influential in shaping 
professionals' beliefs, then proponents of the mainstrearning of complementary 
therapies need to devise strategies to reach and influence both high ranking and 
grassroots professionals' informal networks and their "knowledge in practice". In 
essence, they need to become pohtical.. 
7.2.2 Being 'political' 
In her study. of the professionalisation of osteopathy, homeopathy, chiropracty, 
acupuncture and herbal medicine, Dixon gives excellent examples of just how 
complementary therapists have acted 'politically' at policy level in the past Pixon, 
2007). For instance, the statutory regulation of osteopathy in 1993 was largely due to 
political activity on the part of Simon Fielding and of key people across several 
institutions. 
In Dixon's account, Simon Fielding, an osteopath, met Nigel Clarke, who had worked 
for the former Home Secretary William Wbitelaw in the mid 1980's. From Clarke, 
Fielding learnt about the process of getting a bill through Parliament. Clarke suggested 
that Fielding contact Robert Maxwell at the King's Fund, wEdch he did "out of the 
blue'. Robert Maxwell provided two important contacts. 
Ilic first was HRH the Prince of Wales, who hosted a lunch at Kensington Palace and 
invited the head of the General Medical Council, health ministers, Presidents of the 
Royal Colleges and Fielding in 1988. This event was largely credited with decreasing 
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medical antipathy towards statutory regulation of osteopaths. 'Me second contact 
provided by Maxwell was Tom Bingham, a future Lord Cl-def justice, who was 
Maxwell's friend from "Oxford days". Tom Bingham agreed to chair the King's Fund 
Working Party on Osteopathy. The Working Party proposed the Osteopath's Bill, 
which was put forward in Parliament by Lord Walton of Detchant, another King's 
Fund friend and past president of the British Medical Associatioý and the General 
Medical Council. At the second reading of the Bill, explicit support was offered by 
Tom Sackville, then Parliamentary Under Secretary for Health and the son of a past 
President of the General Council and Register of Osteopaths. The Bill passed in May 
1993. 
As Dixon says, this policy change came about because 
... of people with personal connections, rather than 
formal 
affiliations.... The association of a high profile and well respected 
lawyer and afor7ner President of the BAM and GMC, together with 
sponsorship by the King's Fund, gave legitimacy to the osteopaths' 
bid for statutory regulation. Perhaps crucial was the personal 
interest of HRH the Prince of. Wales (Brown, 2004) who himself 
confessed that he "took a particularly close interest" in the 
statutory regulation of osteopaths and chiropractors (Prince of 
Wales, 1997) (Dixon, 2007). 
This is an excellent example of networking, lobbying and tapping into 'friends in high 
places' that characterises political manoeuvring. It also epitomises 'perfect timing', 
where the confluence of the right people in the right places at the right time are 
catalysed by 'policy entrepreneurs' such as Simon Fielding. 
Currently, however, the picture is less optimistic. 'Me right people are scarce. Gordon 
Brown, who was policy advisor on complementary thcrapies at the Department of 
Health, retired in 2004 and has pot been replaced. Several of the actors named in the 
account above have also retired. The Prince of Wales has been muzzled by recent 
accusations of unconstitutional meddling in politics. Furthermore, there appears to be a 
dearth of 'policy entrepreneurs' like Simon Fielding, who have the leadership abilities 
and the confidence to make the connections to bring about policy changes. Hence, the 
elements for successful high level politicking are currently absent or disabled. 
However, this is not to say that mainstreatning proponents currently engage in no 
political activity whatsoever. 1he Foundation for Integrated Health launched the 
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Integrated Health Associates programme in November 2006 with the aim of 
establishing a network of likeminded biomedical and complementary therapy 
professionals (osteopaths and chiropractors only) at grassroots level. The ICAM Unit 
at the University of Westminster and the Alternative and Complementary Health 
Research Network (ACHRN) organise national meetings for academics to discuss (and 
sometimes respond to) NFIS policies and politics. The British Holistic Medical 
Association has organised local development groups with the aim of bringing in more 
"holistic" care (personal conununication, William House). NIPs such as David Treddick 
(personal communication, Jane Wilkinson) and Peter Hain (Hain, 2004) have spoken 
out in favour of provision of complementary therapies. But on the whole, these efforts 
are isolated incidents that appear to have limited impact rather than a co-ordinated 
campaign involving a range of political allies. 
likewise at local level, there are occasional instances of successful deployment of 
political strategies (for example the reprieve of the service in case site one in 2006), but 
again these tend to be one-off occurrences when the funding of particular services is 
threatened (e. g. GetWell Uls, Impact, Glastonbury Health Centre), rather than a 
unified campaign. Instead of developing successful political strategies at national and 
local levels, mainstrearning proponents appear to be relying on research and, to an 
extent, regulation. To genuinely move the mainstrcaming agenda forward, emphasis on 
political activity at national and local levels needs to be greater. 
7.2.3 The caH for evidence as a 'red herring' 
In the meantime, what function does the rhetoric on chi-dcal evidence serve? Even 
Professor Edzard Ernst, long noted for calling for further evidence, has been puzzled 
by the "curious contradiction" of the inclusion of some therapies into national 
guidelines, while other interventions with similarly good evidence are excluded (Ernst el 
al 2007). 
I believe the rhetoric on clinical evidence fulfils two purposes. Ile first is that it 
provides a 'red herring'. By 'red herring, I mean that instead of putting commensurate 
effort into political activities that would significantly advance mainstreaming, 
proponents are distracted by demands for research on therapeutic effectiveness. I 
would argue that the call for regulation is a similar 'red herring', since osteopaths and 
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chiropractors have been statutorily regulated since 1993 and 1994 respectively, yet are 
still not fully mainstreamed. Uke regulation, die further generation of randorn: ised 
controlled trials (RCTs) consumes considerable amounts of time, energy and money. 
These studies are carried out under the pretext that more RCTs will provide conclusive 
'proof'. This keeps people busy. In fact, if funding were available, it would occupy 
researchers for decades, as theoretically, each complementary therapy intervention 
would need to be tested in every potential condition. So, for example, trials have shown 
that acupuncture is effective for headaches, but anecdotally so are osteopathy, 
chiropractic, homeopathy, reflexology, massage and many other therapies. All of these 
would need to be trialled, and trialled repeatedly, before assuming mainstrean-dng 
status. Technically speaking, because of the great variation of techniques within 
therapeutic modalities, individual interventions should also be trialled. So, acupuncture, 
needling, cupping and moxibustion should all be tested individually and in various 
combinations to identify precisely what "works" for each specific condition. But, as is 
the case with acupuncture and headaches, even if interventions are found 
therapeutically and cost effective in good quality trials, the intervention is likely to still 
be excluded from the NHS. As Broom and Tovey concluded in their study of the 
integration of complementary therapies in two cancer units, 
The system, as *outlined by a number of the specialists interviewed 
here, can be flexible if the desire to be flexible exists, but there 
exists a default position if management do not view treatments as 
appropriate. This position is that, in cases where any doubt exists 
regarding the logic behind the treatment (i. e. its paradigmatic 
base), it must reach the so-called gold standard. This may pose 
significant difficulties when treatments *are perceived to be 
paradigmatically incommensurable with the biomedical model; a 
model which clearly underpins the informal system (Broom and 
Tovey, 2007). 
7.2.4 The call for evidence as a rationing device 
This brings us to a second role of clinical evidence in mainstrearning complementary 
therapies - to impede access to the NHS. The first report on rationing, or priority 
setting in the NHS, was published by the government in 1976 (Mendich, 2005). For the 
past fifteen years clinical evidence, with systematic reviews of randomiscd controlled 
trials set as the gold standard, have increasingly become a tool to help set those 
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priorities, especially with the establishment of the National Institute for Health and 
Clinical Effectiveness (NICE). For many, the furthering of the symbiotic relationsl-ýp 
between evidence based medicine and evidence based policy making is entirely 
appropriate; only those interventions wl-&h are "proven" by research evidence should 
be offered in the NHS (Donald, 2001; Cookson, 2005). Others suggest that this 
approach overly prioritises the claims of scientific researchers and cost, patient 
preference, feasibility and the previous experience of policy makers and clinicians 
should also be factored in (Klein, 2000; Black, 2001; Raine, 2005). Other concerns are 
that researcli is employed when there is a consensus amongst decision makers and used 
selectively when there is not (Black, 2001) and research legitimates decisions that have 
already been made (Klein, 2000). Harsher critics have suggested that evidence based 
policy making favours the pharmaceutical industry Pruss, 2005) and that far from 
being "objective", evidence based medicine obscures inherent subjectivity, by 
purporting that decisions are made in a social context vacuum (Goldenberg, 2006). 
Within the complementary medicine research field, some argue that evidence based 
policy making is beneficial to the mainstreaming agenda in setting 2 common yardstick 
for both biomedical and complementary therapy interventions (Vickers, 2001). But 
others wam that the demand for clinical evidence will lead to the control of 
complementary therapies to neutralise their threat to biomedicine (Barry, 2006). Put 
more colourfully, the rise of evidence based medicine is: 
A stick with which to beat CAM, thus providing a new tool for 
orthodoxy in the ongoing historical struggle to undermine and 
marginalise CAM at one level while at another selectively co-opting 
and incorporating aspects of C4M treatment into orthodox practice 
(Willis and White, 2004). 
So, observers from both the complementary medicine and biomedical fields have 
commented that "evidence" is used to decide who and what is in (or out). It is not 
within the scope of this study to chart or critique the evidence based movement in 
depth, but it appears that the development of evidence based decision-making has 
arisen partly as a response to increasing healthcare costs (Walker, 2003; Steinberg and 
Luce, 2005). This leaves commissioners and policy makers with the concern voiced by 
several of the study participants: Can the NHS actually afford complementary 
therapies? 
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Thus, in surmnary, I thinlý that the purpose of the call for clinical evidence is to ration 
access to a cash strapped NHS and provide a time consuming 'red herring' in the 
bargain. Put baldly, many mainstrearning proponents have unwisely bought into the 
rhetoric of local and national NHS policy makers. That said, I am not arguing that 
clinical evidence has no effect. Despite my cynicism, there is some suggestion in this 
study that research may have had some influence on some NHS professionals' 
attitudes. For example, some study participants believed that the evidence for 
acupuncture was improving - at a time when it was. However, as demonstrated earlier, 
a change in attitudes does not necessarily lead to altered behaviour. Thus, it would be 
imprudent to depend on research to slowly change attitudes that might (or might not) 
lead to alterations in behaviour that may (or may not) advance the mainstrearning 
agenda. Excessive reliance on research to promote the mainstrearning agenda is 
misguided. However, as the right elements to bring about mainstrearning are currently 
in short supply (i. e. 'policy entrepreneurs', 'friends in high placesý and the present 
climate is so unfavourable, perhaps the generation of further research is an 
understandable stopgap. 
7.3 Meso level - Service design and delivery 
The aim of the meso chapter was to identify the features of a 'NHS acceptable' 
complementary therapy service. Four broad themes (with several sub-themes) were 
developed including: 
" Description and history of development of services at case sites 
" Structural factors influencing service design, delivery and survival 
" Factors that did not influence service design, delivery or survival 
" Process factors influencing service design, delivery or survival 
7.3.1 Implicatio'ns of 'process factors' theme 
In exploring the theme of 'process factors influencing service design, delivery and 
survival', I identified three key elements in this study: 1) the presence of a "champion! ' 
with clinical and commissioning roles, 2) collegial regard and relationships, and 3) 
shared padcnt-centred care pl-ýlosophy and approach. Each is discussed in turn below. 
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In order to establish and maintain complementary therapy service provision in the 
NHS, a clinician, ideally a doctor, with both clinical and commissioning responsibilities 
and roles was crucial. As XVW, a doctor from site 2, said such individuals are essential 
to "fly the flag" and "stick their neck out", especially when services arc under threat. 
An interview study with commissioners from 1999-2001 also found that the presence 
of GP "champions" was a key driver (Momas et al 2004). 
Deploying respected clinicians to market and spread the use of services or 
interventions is not new. In their evaluation of the PACE programme [Promoting 
Action on Clinical Effectiveness (Dunning et al 1999)], researchers found that 
"opinion leaders" (also known as "champions") along with strong evidence and a 
conunitted organisation were the three factors of successful implementation of 
biomedical innovations Popson et al 2001). Similarly, Eve and colleagues of the 
FACTS programme (Framework for Appropriate Care Throughout Sheffield) also 
advocated use of champions to spread evidence based practice, but warned that this 
strategy on its own would not create the desired change (Eve ef al 1996). In evaluating 
17 implementation projects in North Thames Region, we did not find that opinion 
leaders were essential, but that good clinical leadership of the change process was (Wye 
and McClcnahan, 2001). 
However, since the implementation of practice based commissioning in early 2007, the 
role of the champion has become even more complex. Practice based commissioning 
has multiplied the numbers of gatekeepers, increasing the likelihood of objections to 
complementary therapy service provision. Hence, the "flag flycr" ideilly needs to adopt 
multiple roles within a local surgery, the consortia and the PCT. Few individuals can 
satisfy such wide-ranging criteria and manage these demanding roles, without becoming 
sorely overstretched. 
'Me second process element identified in my study was collegial status, or being "under 
the same umbrella". Perhaps this was inherently more possible at the second site, as 
two of the three therapists, a nurse and a doctor, were biomedical professionals 
previously known to the women's health team. As individuals and colleagues they were 
already familiar, only the treatments provided were 'strange'. To reduce this 
unfamiliarity, mutual observation of consultations were crucial. Through this 
mechanism, the doctors at the second site gained "an understanding of actually how 
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the homeopath works". (Doctor TL) As a result, homeopathy referrals were higher 
than those for reflexology/ aromatherapy, where observation of consultations did not 
occur. In addition, doctors came to respect homeopaths as professionals in their own 
right, not as dubious charlatans. 
But there are two obstacles to observation of complementary therapy consultations. 
The first is that many clinicians may not be willing to spend the time. To counter this 
reluctance, perhaps complementary therapists could initiate the process by requesting 
permission to observe biomedical consultations. If granted, this might be an 
opportunity to build intef-professional relationships, ultimately with the goal of the 
acceptance of a reciprocal invitation. The second obstacle is that many therapists are 
reluctant to permit their consultations to be observed, citing the intimacy and 
confidentiality of the consultation. A likely prerequisite for mainstrearning to occur is 
the opening of complementary therapy consultations to outsiders. 
A shared healthcare philos'ophy, in this case padent-centred care, was the third process 
element of a 'NHS acceptable' complementary therapy service identified in this study. 
But what is patient centred care? Stewart claims that patient-centred care, as defined by 
patients: 
Explores the patients' main reason for the visit, concerns, and need for 
infornýation 
Seeks an integrated understanding of the patients' world that is, their whole 
person, emotional needs, and life issues 
Finds common ground on what the problem is and mutually agrees on 
management 
Enhances prevention and health promotion 
Enhances the continuing relationship between the patient and the doctor (sic) 
(Stewart, 2001). 
If we accept that definition, then the complementary therapy consultations I observed 
certainly fell into that category and so, by report, did the consultations offered by the 
doctors at the women's health service. Because the doctors and complementary 
therapists adopted sirnilar values and consultative approaches, only their therapeutic 
tools were different. They already shared important commonalities. 
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7.3.2 Implications of 'structural factors' theme 
In developing the theme of 'structural factors influencing service design, delivery and 
survival, I found that a model NHS complementary therapy service would: 
Target specific conditions where current biomedical treatments are limited, 
ineffective or non-existent, with a small number of specific therapies. 
nerapies/ interventions would be chosen on the basis of the belief that they 
are as effective (or more so) as current interventions, a belief fostered through 
perceptions of "good" clinical evidence, anecdotal accounts and/ or a 
mechanism of action that makes scientific sense. 
Target populations with high health needs that are unable to afford private 
complementary therapy treatments and h. ave conditions of high national 
and/or local priority. 
Target the needs of those already in the health system more efficiently and 
effectively without picling up the needs of those currently outside MIS 
service scope. 
In addition, the service would: 
0 Provide treatments by "safe" therapists. 
do Incorporate mechanisms to regulate demand such as limitations on total 
number of sessions, and gatekeepers who control access. 
9 Be accessible (ideally in-house) and affordable (ideally at no cost to the 
patient). 
Be made known through a variety of measures, including opportunistic, 
infon-nal encounters With NHS staff 
Be regularly evaluated, including data collection on the impact of the service 
on prescription, consultation and secondary care referral rates. 
To represent this pictorially, please see the figure below. 
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Figure 6 Structural features of a 'NHS acceptable' complementary therapy service 
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But there are several difficulties inherent within the structure of a 'NHS acceptable' 
model. First, there is an issue with 'mechanisms to regulate demand'. Once both case 
site services were NHS funded, mainstream clinicians became gatekeepers to the 
complementary therapy service. In the second site, there was universal approval as the 
doctors had observed homeopathy consultations and were sufficiently knowledgeable 
to inform patients. But at the first, clinicians professed little knowledge of the therapies 
and, in some cases, even less interest. Yet despite this, clinicians still were lodged in 
these responsible roles. This gives NHS clinicians an unearned, and possibly, an 
unwanted power. As Gibson argues, 
If GPS are to be the gatekeepers then there is no room for 
alternative practitioners to achieve professional equity (Gibson, 
2003). 
Secondly, a 'NHS acceptable' model seriously challenges the holistic tenet common to 
so many complementary therapies. Working "holistically" means attempting to balance 
individuals in their inter-related emotional, mental, physical and spiritual complexity 
rather than focusing on alleviating a narrow set of predominantly physical (and 
occasionally mental) symptoms. In doing so, therapists see themselves as generalists. 
But the model, with specific treatments for specific conditions, treats therapists as 
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specialists, for example acupuncture is "good for" pain. So how can therapies be both 
holistic and selective? Targeting treatments for specific conditions essentiany conflicts 
with holistic healthcare philosophies. 
In Gibson's study of alternative practitioners, an osteopath recounted her difficulties in 
managing this conflict. 
The forms were divided up into neck problems, thoracic problems, 
lower back problems. We can't work like that, it's not osteopathic. 
For example, Id get a patient with frozen shoulder [in addition to 
the referral problem] so start working on the shoulder - well you 
can't do that, that's a separate referral, that's breaking the rules 
(Gibson, 2003). 
This troubled the osteopath sufficiently that she left MIS employment. Interestingly, 
however, I did not find any of the therapists in this current study voiced those 
concerns. This is to be expected at the first site as treatments were not condition 
specific, but consultations at the second site were only intended for hormonal 
problems. Difficulty had arisen around this in 2003-2004, when the waiting list had 
grown extensively and consequently the homeopaths were asked to "only treat 
hormonal conditions". However, homeopaths did not appear to change their 
behaviour, instead the doctors largely managed the problem by decreasing referrals 
until the waiting list dropped to acceptable levels. Nonetheless, in services where 
criteria are more strictly enforced, as Gibson's example above, there is a conflict 
between targeting specific conditions with holistic treatments. 
Third, there is the issue of unmet need. To recap, unmet need is defined as: 
0 Those suffering potentially dangerous conditions without knowing it 
9 Those aware of their condition but not seeking treatment either because they 
were managing it themselves or because they were ignoring their condition 
* Those aware of their condition and seeking treatment but no services were 
available 
0 Those aware of their condition and seeking treatment, but available services 
were substandard or ineffective 
For many therapists, those people who are self-managing their condition (definition 2) 
are just the type of clients for whom complementary therapies, with their emphasis on 
prevention and self-care offer the greatest benefit. Instead of playing to the strengths of 
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complementary therapies and offering these patients the extra resources they may 
require, a 'NHS acceptable' model does not encourage important sclf-managcment 
benefits and health behaviours, which ironically are exactly those currently being 
promoted in national initiatives, such as the Expert Patient programme (see 
www. dh. gov. uk) and policies Pepartment of Health, 2006b; Department of Health, 
2007). 
Furthermore, according to the model, the conditions treated should flu an effectiveness 
gap, defined as an area where current interventions are inadequate or non-existent 
(definitions 3& 4). But the model also stipulates that only those patients already witl-ýn 
the system should be treated, and treated more effectively. If current biomedical 
services are inadequate, patients may already be within the system, but if services are 
non-existent, they are likely to be outside the NHS. Ukewisc, those who are self- 
managing or unaware of their condition (definitions 1 and 2) are also outside the health 
system, but may be included once appropriate services are in place. Commissioners 
(such as PCT manager BC) are concerned that mainstrearning complementary therapies 
will extend the already over-stretched boundaries of the NHS, as have other 
community service initiatives. In brief, the boundaries of the NHS would encompass 
patients meeting all four definitions of unmet need. 
So how can complementary therapy services be designed to plug effectiveness gaps 
while simultaneously only treating those already within the system? Providing more 
effective treatment for conditions currently not well treated will, by definition, create 
demand. This is obvious to everyone, including the pharmaceutical industry. In the 
Cooksey report on research funding, which was commissioned partly to review 
incentives to keep pharmaceutical companies within the UK, researchers are urged to 
identify and close "unmet needs" with medicines that open up new markets (Cooksey, 
2006). This implies that addressing "unmet needs" may be acceptable, as long as they 
arc met with a pharmaceutical agent. 
Fourth, the model requires complementary therapy interventions to be cheaper than 
current biomedical interventions, more effective and reduce costs elsewhere in the 
NHS. How many biomedical treatments arc likely to meet those stringent criteria? I 
believe that by operating double standards, setting excessively demanding goals and 
giving paradoxical challenges (ie meet effectiveness gaps without picking up unmet 
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need), the NHS is clearly indicating a deep-seated reluctance to incorporate 
complementary therapies. 
7.4 Micro level - Clinical practice 
The aim of die micro topic of cJinical practice was to explore differences in clinical 
practice in private and NHS settings. The themes developed were: 
" Patient characteristics 
" Similarities in private and NHS settings 
" Differences in private and NHS settings 
" Differences expected in private and NHS settings but not found 
" Space and time 
7.4.1 Summary of themes at micro level 
In exploring the theme of 'patient characteristics', I found that there was not much 
difference between those observed privately and in the NHS, which perhaps was to be 
expected in the acupuncture observations as I specifically requested access to patients 
who were treated in both settings. In surnmarising the themes of 'similarities and 
differences in private and NHS settings', I found that variations were minimal and 
mainly due to modifications of time and space. In particular, the questions asked by the 
homeopath were remarkably similar across settings and consultations, even for 
different conditions. With the theme of 'space and time', I found that the most 
important aspect of space for clients was convenience of location and for therapists 
was the level of noise. Tberapists perceived the location of the consultation room 
within the building, as an indication of the value accorded their treatments. Quality of 
d6cor was not highly important to either therapists or patients. In relation to time, 
reductions in acupuncture consultation length led to a decrease in needling time and 
'healing silences', but not in patient or therapist satisfaction or perceptions of 
effectiveness. 
7.4.2 Implications of findings at micro level 
In exploring the implications of these findings, I wish to draw out three points. The 
first concerns standardisation. Once the homeopath was employed in the NFIS, she 
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consciously made a choice to regularise treatments across private and NIIS settings to 
meet time restrictions of 60 and 30 minutes. But interestingly, only her set of questions 
was constant; client responses were still ad hoc and remedy choice was tailored 
according to her clinical judgment. Both the therapist and the (few) clients I 
interviewed appeared satisfied with this approach. This suggests that at this site some 
standardisation was introduced into homeopathy consultations, at least, without a 
detrimental loss of client specificity. Concerns about standardisation are more alarming 
with prescriptive guidelines on treatments, as one study participant phrased it 
If someone has a bad btick, you manipulate their Yh lumbar 
vertebrae on the right and that resolves X number of bad backs 
therefore you apply that to every bad back (Key Informant, 
osteopath and healer, CG, line 3 1) 
At the moment, this degree of standafdisation of complementary therapy treatments 
seems farfetched. But with the advent of the "tick box" approach of the Quality and 
Outcomes Frameworks (QOF), it is common in biomedical consultations (Freeman, 
2006; jclley, 2006; McDonald et al 2007; Mangin and Toop, 2007) and could become 
so within complementary therapy consultations, if they were mainstreamed. 
1he second point is that although acupuncture consultations were shortened in NIIS 
settings to 50 minutes, patients and the therapist believed there was no impact on 
effectiveness. However, the medical homeopath, who had reduced her constiltation 
times by 15 to 30 minutes, did believe therapeutic"effectiveness was compromised. This 
suggests that there was a delicate balance between sufficient consii1tation length and 
the productivity demands of the NHS. Moreover, in my study, acceptable consultation 
lengths appeared to vary between therapies, and even therapists from the same 
discipline. Van Haselen and colleagues argue that it is imperative to identify appropriate 
consultation lengths and this will be "pivotal in ultimately determining the value for 
money for many complementary therapies" (van Haselen et al 1999). The question this 
then leaves is: to what extent can complementary therapy consultation length be 
reduced, without compromising quality and endangering the mechanism of action? If 
individual consultations are too lengthy, would group consultations, as currently 
practised by the Gateway clinic Goire, 2007) be a viable alternative? 
'Me third concerns variation in how time is spent in biomedical and complementary 
therapy consultations. In exploring biomedical consultation times, average consultation 
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time for doctors has jumped from 6-7 minutes in the 1960's to 9.36 minutes in 1997 
(Mechanic, 2001), an increase of around a third. Yet British doctors continue to lament 
the lack of time they have with patients (Freeman et al 2002; Pollock and Grime, 
2002). As there has been an appreciable increase, how have consultations changed? 
How do clinicians spend extra time in longer consultations? 
In a systematic review of 14 studies, Wilson and Childs found that doctors who had 
longer consultations prescribed less and were more likely to proactivcly advise on 
lifestyle and prevention (Wilson and Childs, 2002). In comparing 210 videoed 
consultations of hypertension patients from 1986 and 2002, Bensing and colleagues 
found that more recent patients were less active, talked less and asked fewer questions. 
Instead, "task oriented" and "businesslike" GPs provided more medical information 
and asked fewer questions about the patients' conditions; these differences were 
attributed to the rise of evidence based medicine protocols (Bensing et al. 2006). A 
massive Dutch study of 2184 videoed general practice consultations from 1987 and 
2001 also found that GPs asked fewer questions, demonstrated less empathy and 
sought less dialogue Uones et al 2004). So, doctors appear to be talking "at" patients, 
while patients sit mutely. 
This could be due to the introduction of computers into the consultation room. A very 
early study in 1986 found that computers increased the percentage of "doctor speech" 
and decreased "patient speech", with corresponding increase in doctor administration 
and "doctor only activity time" (Pringle et al 1986). A more recent study specifically 
exploring the impact of computers on 30 consultations found that physicians spent 25- 
42% of their time gazing at the screen and consequently the doctor initiated less 
psychosocial prompts and demonstrated less emotional responsiveness (Margalit et al 
2005). The Dutch study found that significant periods of silence of up to a minute 
occurred in many consultations while the computer was consulted for guidelines and 
electronic patient records Gones et aL 2004). 
Furthermore, patients do not have much opportunity to speak about psychosocial 
issues with nurses either. In comparing nurse consultations, which were longer than 
GP consultations, a study found that nurses spent more time giving instructions and 
engaging in administration than discussing emotional aspects of the patients' lives 
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(Seale et al 2005). T'his suggests that even with longer consultations, the tendency 
within biomedical consultations is towards advice giving and administrative tasks. 
So, contrary to policy directives, patients increasingly have a less active role in the 
consultation process, as a consequence of the introduction of computers and, some 
argue, evidence based medicine protocols. These changes originated from external 
demands within the system to monitor and influence the consulýadon process. Of 
course, a more passive role may suit some patients - not all seek out their GPs and 
practice nurses for in-depth psychosocial exchanges (Barry el al 2001; Peltenburg ef az 
2004). However, for those patients who do want to explore psychosocial agendas more 
thoroughly, and this may be increasingly widespread with the growth of health 
consumerism, there may be less flexibility within biomedical consultations. How does 
this compare with complementary therapy consultations? 
In the consultations observed in tl-ýs study, a broad range of topics were covered, 
ranging from physical ailments to significant relationships to spiritual beliefs, even in 
the acupuncture consultations where much less talk took place. Inquiry into 
psychosocial aspects comprised a maj or proportion of the conversations. Clients 
reported feeling "listened to" because their concerns were elicited and largely heard and 
acknowledged. Silence rarely occurred in the homeopathy consultations, and usually at 
the end, when the homeopath was preparing the remedy and the patient filled in a 
MYMOP questionnaire. But this was a common feature of the acupuncture 
consultations. Instead of silence being an artefact of administrative tasks, it was actively 
cultivated to assist in the healing process. 
Instruction giving and lifestyle advice did occur with both homeopathy and 
acupuncture. The homeopath more frequently gave instructions, usually on how to take 
the remedy, while the acupuncturist provided more advice, mainly on diet and exercise. 
But these activities made up a small part of the consultation process. Laughter, tears 
and other signs of "emotional responsiveness" were frequent. During conversations, 
eye contact was relatively constant; therapists, especially the homeopath, occasionally 
looked away to take notes but then the gaze was returned to the client. Needless to say, 
computers were completely absent. 
In comparing biomedical consultations, as depicted in the literature, and 
complementary therapy consultations, as observed in this study, the overwhelming 
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impression given is that biomedical consultations appear increasingly mcchanised and 
busy, hence this might partly explain continued complaints from doctors about lack of 
time with patients. Although consultation times are longer, doctors arc not spending 
more "quality time" with patients than previously, to the regret of both (Cape, 2002). 
In fact, in an interview study with hospital consultants who carried out both Nf IS and 
private work, Humphrey and RusseU found that many doctors 
... expressed their frustration at their limited role as literally 'consultants' in the NHS who have just fleeting contact with their 
patients and appreciated the opportunity in the private sector to get 
to know their patients personally and see them through a whole 
illness episode (Humphrey and Russell, 2004). 
Meanwhile, complementary therapy consultations are almost exclusively focused on 
therapist-client interactions and are remarkable for the almost total absence of any 
external monitoring of the "cosy egg" (Therapist RR) of the consultation. No wonder 
client satisfaction with complementary therapy consultations is so great (Mitchell and 
Cormack, 1999b; Kelner, 2003a). The appeal is not just consultation length, but the 
way time is spent. 
Of course, the counter argument is that the evidence is inconclusive on whether 
patient-centred care, as exemplified in this study by complementary therapy 
consultations, results in better outcomes (Howie et al 2004). The introduction of 
evidence based protocols and computers may have a larger positive impact on health 
status. In the meantime, patients continue to seek out complementary therapy 
consultations. 
7.5 Summary of contradictions and challenges 
The previous sections have summarised and elaborated the themes of this study for the 
macro, meso and tnicro levels. In doing so, I have drawn out internal contradictions 
within the NHS and external contradictions between biomedicine and complementary 
therapies. In summary, principal contradictions include: 
Service evaluations are called for, but despite positive health outcome data they do 
not convince the sceptics. In addition, they may have little influence on the 
decision-making process, even when demonstrating a favourable impact on costs. 
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The rhetoric at national and local levels suggests that the production of clinical 
evidence demonstrating therapeutic effectiveness is the key to mainstreamcd status. 
But the referral behaviour of clinicians and funding decisions of PCT managers 
often belie this. 
A 'NHS acceptable' complementary therapy service targets a specific (physical or 
mental) illness condition, while complementary therapies focus on the person, treating 
physical, mental, emotional and spiritual conditions. 
A 'NHS acceptable' complementary therapy service features the inherent paradox 
in that it should target "effectiveness gaps" in biomedicine, while simultaneously 
avoiding picking up any unrnct need. But, identifying and filling a gap necessarily 
implies satisfying unmet need. 
In addition, this study has identified a number of chaUenges to attaining mainstream 
status. These are not impossible, but do make the widespread mainstreaming of 
complementary therapies more difficult. Challenges include: 
NHS complementary therapy services need to demonstrate better health outcomes 
than current interventions, for less cost and show an appreciable impact on MIS 
costs elsewhere. 
0 Clinical champions (ideally doctors in this study) with commissioning roles who are 
enthusiastic about complementary therapies and willing to advocate for the service 
are crudal - and rare. 
Inter-professional relationships between NHS professionals and complementary 
therapists are essential, but these are difficult to forge and cultivate when there is 
little crossover between the_two camps. 
So, this suggests that the furthering of the mainstreaming agenda can make little 
progress, because the criteria set by the NHS are inconsistent, paradoxical, 
unachievable and fundamentally in conflict with the philosophies and principles of 
complementary therapies. But despite this, I did find an example at the second site 
where these had been surmounted for eight years. However, in some ways tl-ýs service 
did not meet the ideal of a 'NHS acceptable' complementary therapy service, for 
example women's hormonal problems were not a national or local priority. Nor were 
234 
the features and professional approach of its biomedical component (the women's 
health service) particularly commonplace. So, this leads me to two conclusions. 
The first is that during times of abundance when coffers are buoyant, innovation is 
encouraged and patient centred care (as defined previously) is prioritised, 
complementary therapy services that meet NFIS requirements 'well enough' may be 
allowed to infiltrate into the NHS. The second is that although this might occur on 
occasion, because the contradictions and challenges are so great, the widespread 
adoption of complementary therapy services provided by professional therapists within 
the current NFIS is unfeasible. Ad hoc complementary therapy services might appear 
within mainstream services and operate in a "parallel" or "consultative" existence, as 
was the case in two case sites in this study, but the widespread diffusion of truly 
"integrative' services, in which there is an "interdisciplinary, non-hierarchical blending 
of both conventional medicine and complementary and alternative health care" (Boon 
et al 2004a) is unlikely. The next section explores this further through the lens of 
change management. 
7.6 Change management models 
Having identified the range of changes necessary, the aim of the next section is to 
present and apply a series of change management models to further address the 
question: could complementary therapies be mainstrearned into NHS primary care? 
The movement of complementary therapies from outsider to insider status necessitates 
change: changes in culture, organisations, systems, behaviour and attitudes. Yet to my 
knowledge, although a wealth of change management models exist gles and 
Sutherland, 2001), only one attempt has been made to apply them to the 
mainstreaming of complementary therapies (Valente, 2003), and this focused on one 
model in relation to the uptake of complementary therapies amongst potential users. I 
believe that by applying a range of change management models more broadly, 
considerable insight can be gained into the levers to, obstacles to and feasibility of 
mainstrearning. 
Undoubtedly, these models would be more adeptly employed if a variety of individuals 
from a range of perspectives considered them. But by necessity, only my own views 
have been included here. Moreover, in applying the models, I have drawn on multiple 
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sources of information including the themes from this study as well as wider literature. 
Because of this, the conclusions drawn may appear somewhat speculative. 
The models below have been chosen because they shed light on the likelihood of and/ 
or the current stage of progress in mainstrearning complementary therapies. Five 
models have been selected. The first three give insight into the question "Is the change 
feasible? " and explore the receptiveness of the current climate to the 'innovation' of 
the nminstreaming of complementary therapies and examine the suitability of the 
innovation itself. The latter two offer perspectives on "Wlere are we in the change 
process? " These are not necessarily the "best" models, in fact one is particularly out of 
favour at the moment. However, the aim of this section is not to critique the models, 
but to answer questions of feasibility and progress in relation to the thesis topic. 
Each model will be explained in turn and then applied to the proposed change of the 
mainstrearning of complementary therapies. In applying the models, two 'organisadons' 
are considered, those of the NHS and complementary therapies. Although this thesis 
has concentrated almost exclusively on the alterations required of complementary 
therapies, if the mainstrearning of complementary therapies were to come about 
inevitably NHS professionals would also need to alter their attitudes and behaviour. 
Inescapably, in maldng generalisations, diverse views from within the complementary 
therapy and NHS communities are over-simplified and homogenised. Nonetheless, this 
exercise does clarify the issues around the feasibility of mainstrearning complementary 
therapies. 
7.6.1 Beckhard's change equation 
Developed by American academics in management studies at the Massachusetts 
Institute of Technology in the 1990s, the first model is the simplest. It identifies three 
key prerequisites to change. First, there must be a clear vision of the benefits that the 
innovation will bring about. Moreover, these benefits must be of interest to those who 
need to change. Second, those changing must be dissatisfied with the current status 
quo. If not, there is little motivation to proceed. And third, the first steps of a clear 
action plan must be identified. All three need to be greater than the pain of change. 
Note that the word "perceived" prefaces each element as the actuality may be much 
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different. As this is a multiplication equation, if any of the first three factors arc 0 then 
the change will not progress. 
Figure 7 Beckhard's change equation 
Perceived Perceived Perceived Perceived 
Powerof x Pain of x Feasibility of > Pain of 
Vision Preserit First S reps Chang, -- 
(Beckhard and Harris, 1997) 
In applying this model to the mainstrearning of complementary therapies, many have 
put forward their vision of healthcare systems in which complementary therapies and 
biomedicine work together (Simpson, 2001; Peters, 2002; St. George, 2004). 
Furthermore, in the literature, there are practical examples of actual working models 
(Mulkins ei al 2003; Scherwitz el aZ 2004). However, the "pain of the present", for 
NHS professionals and complementary therapists does not appear intolerable, as MIS 
professionals have largely ignored the issue of mainstrearning (Cant and Sharma, 1999) 
and many therapists are content to stay in the private sector (Andrews et aL 2003). 
"First steps" may appear relatively clear, but not easily feasible. Reducing ftagmentation 
both within and across professions is key, but this increases the "pain of change" for 
complementary therapists, as internal divisiveness both within thera'peutic Inodalities 
and across disciplines is high (Boon et al 2004b; Welsh et al 2004). A further 
significant source of "pain of change" identified in this study would be the shift of 
perception amongst therapists from general, holistic practitioners to targeted condition 
experts. Furthermore, other steps pinpointed in this study would include the fostering 
of the perception that complementary therapies 'work-' and that therapists are safe in 
addition to the identification of "effectiveness gaps" in biomedicine which 
complementary therapy treatments could plug. 
In applying Beckhard's change equation, the two aspects of most concern arc the low 
"pain of presene' for NHS professionals and complementary therapists and the Ngh 
"pain of change" for complementary therapists. Unfortunately, the model does not 
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theorise as to where efforts should be targeted to make the proposed change liappcn, 
but the next model does. 
7.6.2 Force field analysis 
In the 1950s, force field analysis was developed by Kurt Le%vin, a social theorist whose 
work pioneered the fields of psychology and human behaviour. like the Beckhard 
model, force field analysis aims to predict whether a proposed change is likely to occur. 
To do this, "driving" and "resisting" forces of the proposed change are identified. Each 
force is graded according to its strength; stronger forces are indicated by thicker 
arrows. For the model to be most useful, a wide range of individuals with varying 
perspectives should participate in the exercise as objectively and rigourously as 
possible. Once a force field analysis has been carried out, the resisting forces should be 
decreased through creative strategies to move towards the desired change. If, 
conversely, effort is concentrated on increasing the driving forces, further resistance 
ensues. To bring about social change, the focus is on the value that individuals place on 
the nonns of the co. Uective (Lewin, 1951). 
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Application of this model could look like this. 
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Although undoubtedly incomplete, the application of this model suggests that paticnt 
use and demand is the strongest driving force, but this study has identified and 
explored multiple powerfully resisting forces. They include: the lack of politicking 
amongst complementary therapists, NHS financial crises, rhetoric on evidence based 
medicine, fears that complementary therapy services pick up unmet need, the absence 
of local or national champions and the absence of data demonstrating positive impact 
of complementary therapy services on NHS costs. Little can be done about MIS 
financial crises, but some energy has been focused on the rhetoric of evidence based 
medicine by critiquing it (Willis and White, 2004; Barry, 2006) or producing more 
research (Barnes et al. 1999). Furthermore, the Foundation for Integrated Health is 
attempting to locate and cultivate local champions, like Dr WW and Dr BP, and more 
attention could be focused on this work. But much more could be done to ensure that 
evaluations of complementary therapy services include NHS cost data and determine 
the extent to which 'unmet need' has been picked up. Nonetheless, in considering the 
implications of this model, there appears to be a lack of resources and talent, although, 
more positively, much lies within the control of complementary therapists, particularly 
those already located within the NHS. Having explored in the Beckhard and Force 
Field Analysis models the receptiveness of the current cultural climate, the next model 
clarifies the properties of successful innovations themselves. 
7.6.3 Diffusion of innovations 
The diffusion model is not just one model, but many that have been revised extensively 
over time (Rogers, 1995; Rogers, 2004). Two are presented here. Originally devised by 
Bruce Ryan in the 1940s and later developed by Everett Rogers from the 1960s, 
diffusion models came from research of agricultural practices, particularly the use of 
hybrid com amongst farmers in Iowa (Rogers, 2004). Diffusion is defined as: 
... the process by which (1) an innovation (2) is communicated 
through certain channels (3) over time (4) among the members of a 
social system. An innovation is an idea, practice, or object that is 
perceived as new by an individual or other unit of adoption. The 
characteristics of an innovation, as perceived by the members of a 
social system, determine its rate of adoption (Rogers and Scott, 
1997). 
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The first diffusion model identifies the properties of successful innovations. Rogers 
defines those as: 
" Relative advantaze is the degree to which an innovation is perceived as 
better than the idea it supersedes. 
" Compatibility is the degree to which an innovation is perceived as 
being consistent with the existing values, past experiences, and needs of 
potential adopters. 
" ComplexiU is the degree to which an innovation is perceived as 
difficult to understand and use. 
" Trialability is the degree to which an innovation may be experimented 
with on a limited basis. 
Observabilit-v is the degree to which the results of an innovation are 
visible to others (Rogers and Scott, 199 7). 
In applying this to the mainstrearning of complementary therapies, the relative 
advantage for complementary therapies, as perceived by many professional bodies, 
would be advances in social prestige, employment stability and access to a greater pool 
of clients (see professional therapy newsletters, journals and websites). For MIS 
professionals as a group, the relative advantage appears to be a possible increase in 
patient satisfaction, especially in areas where conventional treatment is failing or 
negligible, if the intervention can be demonstrated to be without harm at no extra cost. 
But it is not entirely clear how the mainstrearning of complementary therapies would 
resolve the more urgent problems within the NHS. However, interestingly, when asked 
if complementary therapies should be state funded, only one of the 19 MIS 
professionals interviewed for this study was overtly negative (although a few were 
reluctantly affirmative). Those who were more enthusiastic listed many reasons in 
favour of this, including an understanding of the firnitations of biomedicine. So at 
grassroots level where complementary therapy services exist, there is some appreciation 
of the relative advantage of complementary therapies. 
Nonetheless, as discussed in the themes of 'paradigmatic tensions' and 'structural 
factors influencing service design, delivery and survival', there is little compatibility 
between biomedical and complementary therapy philosopl-des, delivery models, 
diagnoses, treatments or approaches. As the dominant healthcare system, MIS 
professionals arc unlikely to modify their norms greatly to allow for a greater match 
between the two (Saks, 2003b). But in exploring the two themes of 'similarities and 
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differences in private and NHS settings', I did find evidence in this study that some 
complementary therapists, in particular the professional homeopath, were willing to 
adopt norms of biomedicine. But this may be relatively rate. Perhaps because of these 
paradigmatic differences, complementary therapies are consequently often perceived by 
NHS professionals as bewilderingly complex, hence the powerful impact of 
observation of consultations which was discussed under the theme of 'process factors 
influencing service design, delivery and survival'. This impression of complexity is 
reinforced, as the mechanisms of action for many therapeutic disciplines are not 
grounded in ýcientific propositions that NHS professionals can accept. More positively, 
the frequent small-scale provision of complementary therapy services, and their 
subsequent regular demise, suggests that trialability is high. 
Observability is less clearcut. Studies have found that patients often do not tell their 
physicians of their complementary therapy use (Eisenberg et al 1998; Eisenberg et al. 
2001; Thomas and Coleman, 2004), so observability would be low. Furthermore, as I 
found within this study, even if a complementary therapy service is available, it needs to 
constantly market itself through formal and informal mechanisms to keep its profile 
high. 
Stocking further developed Rogers's work to identify a list of key factors for the 
diffusion of innovations, specifically in health care. Of particular importance is 
"minimal requirements for extra resources" (Stocking, 1985). Proponents argue that 
the costs of complementary therapy provision would be outweighed by the benefits of 
decreased use of NHS resources (Luff and 'Momas, 2000b; Kelner et aZ 2002), but in 
exploring the theme of the 'reality of evidence available' in this study, I found that the 
little evaluative work carried out in this area is inconclusive. 
Overall, in considering the diffusion of the mainstreatning of complementary therapies, 
the property of relative advantage is mixed, while those of compatibility and (lack oo 
complexity are negligible or missing. TrialabDity, on the other hand, is (depressingly) 
common. 'Me degree to which bencfits arc observed is ambiguous and the impact of 
the innovation on resources is inconclusive. 
Rogers also offers ways to determine where a particular innovation is in the change 
process. He theorised that over time social change occurs as individuals with differing 
sensibilities adopt the innovation. Most importantly for diffusion are the early adopters, 
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who are essential to create a critical mass by testing an innovation to reduce uncertainty 
and then spreading it through interpersonal networks. In exploring the theme of 
'process factors influencing service design, delivery and survival', I found that Dr. VAN' 
and Dr. BP were key early adopters of the complementary services on their sites, 
although their efforts were largely exhausted with the continued survival of their own 
service, rather than its diffusion elsewhere. 
So, overall, in applying models of diffusion, the properties of complementary therapies 
lead to slow adoption and the innovation is now in the stage of creating "early 
adopters" amongst the NHS community. The next model gives a different perspective 
on phases of change. 
7.6.4 Trans theoretical model of change 
In the 1990s, Prochaska and colleagues developed their understandings of the process 
of change from studies on recovery from tobacco addiction. Although the model was 
originally developed with individuals as the focus, especially for addictions and exercise, 
recent work has focused on applying the model to organisational change, especially in 
social work and counselling (Prochaska, 1998; Prochaska ef al 2001). The Kingýs Fund 
adapted and applied this model to healthcare organisations adopting evidence based 
practice (Smith and McClenahan, 1997). 
The transtheoretical model postulates that several stages of change are experienced. 
The first is pre-contemplation, in which there is no intention to change in the foreseeable 
future, largely because although others might believe the behaviour is problematic, 
those expected to adopt the change do not. The second is contemplation, when there is 
an awareness of the existence of a problem, but no commitment has yet been made to 
take action. Many become stuck at this stage. If one proceeds, it is to thepreparalion 
phase, when action is planned to occur with dcar strategies witl-ýn a particular 
timeframe, but the behavioural. change has not yet happened. All of these three stages 
are "precursors to change" because as yet, no external behaviour modification can be 
noted. 
Tbc next step is action, when the behaviour or environment is modified to address the 
problem; this requires considerable commitment of time and energy. Maintenance is the 
final phase, in which the tendency to relapse is countered and the gains of the action 
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phase are consolidated (Prochaska et al. 1992). In adapting this model to healthcare 
organisations, we identified an additional stage of resource commitment. to ensure that 
the change could proceed (Smith and McClenahan, 1997). 
Although presented in a staged fashion, Prochaska and colleagues stated that the 
process of change was non-linear; those in the preparation phase nught revisit the 
contemplation stage several times and even those who had achieved maintenance 
might "relapse". Hence black arrows indicate the ideal linear progression of change, 
while the pink arrows suggest possible non-finear lapses. 
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(Adapted by Smith & McClenahan, 1997) 
In applying this model to the mainstrearning of complementary therapies, I would 
suggest that NHS professionals are in the pre-contemplation phase. Many do not 
believe or are aware that there is a problem to be addressed, as there appears to be 
consensus that there is no "strong" evidence of effectiveness, as discussed with the 
theme 'rhetoric on evidence based decision maldng'. Ukewise, some complementary 
therapists are in the pre-contemplation phase, while others may be in the 
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contemplation phase, with a few even advancing to preparation. But because of many 
of the paradoxical and challenging issues identified within the themes of 'structural and 
process factors influencing service design and delivery' (e. g. targeting effectivencss gaps 
without picking up unmet need, identifying and deploying service champions, treating 
specific conditions with holistic treatments), little progress beyond this point has been 
made. 
7.7 Could complementary therapies be mainstreamed? 
Application of change management models suggests that the speed of mainstrearning 
of complementary therapies is necessarily slow, because the internal properties of 
complementary therapies do not facilitate their spread, the cultural environment is not 
receptive and professional resisting forces are powerful. Neither NHS professionals 
nor complementary therapists feel an urgency to change the status quo. So neither the 
adaptation (complementary therapies) nor- the environment (the NHS) nor the adopters 
(NHS and complementary therapy communities) are favourable. 
To foster mainstrean-dng, a number of recommendations arise from this study, namely: 
1. Develop understandings of the national and local political contexts and seek to 
influence them using soft political tools such as networking, lobbying, grassroots 
activity, cultivating local champions and identifying 'friends in high places'. 
2. Build coalitions across therapy groups, interested acaden-dcs, sympathetic clinicians 
and patients. 
3. Apply change management models with individuals from a wide variety of 
perspectives to clarify what needs to change 4nd develop creative strategies to 
reduce resisting forces. 
4. Acknowledge that the call for evidence is partly a rationing tool. The production of 
further evidence is unlikely to influence the mainstream adoption of 
complementary therapies. Focus efforts accordingly. 
5. Include NHS cost data and standardised health outcome tools in all evaluations of 
NHS complementary therapy services. 
6. Conu-nission studies to assess the validity of conunissioners' fears that 
complementary therapy studies pick up unmet need and create "add on" rather 
than "instead of' services. 
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7. Invite NHS professionals to observe complementary therapy consultations. 
8. Design a service (as much as possible) along the lines of a 'NIIS acceptable' model. 
9. Build relationships with more 'patient centred' doctors, especially those in useful 
commissioning roles, to identify fertile territory for MIS complementary therapy 
services. 
10. Explore options other than the MIS for mainstrearning oppqrtunities, such as 
local authorities and voluntary and community initiatives. 
In the meantime, political, cultural and organisational. circumstances may change, or be 
made to change, and change rapidly, with corresponding effects. For example, recent 
policy initiatives have emphasised wellbeing and prevention, wl-ýich may offer a lever 
(Department of Health, 2006b). New commissioning frameworks have drawn together 
health and social care (Department of Health, 2007), * and social care professionals may 
be more accepting of complementary therapies within the mainstream. The movement 
of the NHS from an acute healthcare system to a more American, consumerist model 
focused on chronic disease could have an impact, especially if MIS patients become 
more demanding like their American counterparts. Changes in the delivery of 
complementary therapy treatments from individual to group consultations could make 
a difference. So now is not propitious, but I agree with Turner, 
New configurations of power are producing new systems of 
knowledge within which CAM [complementary and alternative 
medicine) will come to play an important but probably 
unpredictable part (Turner, 2004). 
- 7.8 Conclusion 
This chapter has drawn togdther the themes from across the thesis as a whole and 
developed the thesis argument.. The next chapter gives an overview of the thesis, 
discusses the strengths and hn-ýitations of the study and provides suggestions for future 
work- 
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CHAPTER 8 Conclusion 
8.1 Introduction 
The purpose of this final chapter is to provide a brief overview of the whole thesis and 
discuss the strengths and limitations of this study. I will discuss the contribution this 
study has made to research into the field of the mainstreaming of complementary 
therapies. The chapter concludes by identifying areas for future research and brief 
concluding reflections, 
8.2 Summary of the thesis 
The overall aim of the study was to address the question of what adaptations the 
complementary therapy community would have to make to become mainstreamed into 
NHS primary care. The study did not set out to determine if mainstreaming 'should' 
take place, but rather if it would be possible within the current context of the NHS. 
This thesis opened with the story of a patient who has 'integratc& (apparently 
effortlessly) both biomedical and complementary therapies into her personal approach 
to healthcare. In Chapter 2,1 reviewed the literature and set the research question 
within its context, exploring both the drivers of and barriers to the mainstrcaming 
agenda. This highlighted that although some research had been undertaken, policy 
oriented studies had concentrated on the trajectories of particular complementary 
therapy services (at mcso or organisational level) while more sociological studies had 
considered an individual question in-depth e. g. the role of health consumerism (or 
macro level). The question had not been considered from multiple levels (e. g. macro, 
meso and micro) concurrently. 
Chapter 2 also crystallised the objectives of the study, which were: 
To explore the role of clinical evidence and service evaluations in mainstrcatning 
complementary therapies. 
0 To determine the structural and process features of a 'NIIS acceptable' 
complementary therapy service. 
0 To identify changes in complementary therapy consultations delivered in private 
and NHS setdngs. 
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Chapter 3 discussed the methodological approach and methods used to address thcsc 
questions. Using multiple methods in two case sites allowed for an in-depth exploration 
of both rhetoric and behaviour. In addition, this approach enabled the questions to be 
explored from a range of perspectives and sources. 
Data from interviews, documentation and observations of consultations from the two 
case sites were presented in Chapters 4,5 and 6. Moreover, literature was drawn on to 
discuss the findings presented in these chapters. In Chapter 7, the findings were pulled 
together, compared and elaborated to answer the thesis question. Change management 
models were applied to explore the feasibility of mainstrearning more widely. 
'I'lie results of this study suggest that the adaptations necessary for the mainstrearning 
of complementary therapies are wide-ranging and complex. More importantly, 
contradictions are rife both within the rhetoric and behaviour of NHS professionals 
and between the two paradigms of biomedicine and complementary medicine. Tl-ýs 
suggests that complementary therapy services, as delivered by professional 
complementary therapists, could only become adopted by the NHS in partial, 
haphazard, ad hoc ways. Nonetheless, I found evidence that complementary therapists 
can alter their clinical practice to fit NHS expectations, within reason, without a 
commensurate loss of patient or therapist satisfaction. This leads me to believe that 
some complementary therapists (or complementary therapies? ) are adaptable but that 
the environment of the NHS is unfavourable. Patients may easily be able to combine 
both types of healthcare, but organisationally, such merging is fraught with difficulties 
within the current context of the NHS. 
8.3 Strengths, weaknesses and the contribution of this 
study 
The greatest limitation of this study is that no PCT managers from the second site 
contributed. This was because service providers and clinicians were concerned that 
including commissioners in this study would jeopardise the service. In the event, 
funding was cut regardless. 
Transferability of findings is also an issue. In Chapter 2,1 argued that transferability 
would need to be audience generated, as it is difficult to explicitly satisfy with case 
study methodology. With that caveat, having presented these results to a wide range of 
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individuals, I am relatively confident that the findings of the macro issue around the 
role of evidence is transferable to other primary care settings, especially as the widcr 
literature supports many findings. I am less confident of the transferability of findings 
on the features of a 'NHS acceptable' complementary therapy service model and 
believe this should be tested further. I am least confident of the transferability of the 
findings exploring the differences in clinical practice in the two settings of the NIIS 
and private practice. This is because only two therapists participated in this study, a 
limited number of consultations were observed, few complementary therapists arc 
employed in NHS premises overall, the models where such NHS based services exist 
vary tremendously and the variability in practice amongst complementary therapists, 
whether working in the NHS or privately, is great. Thus, the flnýlings and conclusions 
from this aspect of the study need to be taken with reservation. 
Despite these limitations, this study included a number of original features - the first of 
which is the observation of consultations of complementary therapy treatments. I 
could find only two other completed studies in which observations of complementary 
consultations took place (Cant and Sharma, 1996; Barry, 2003). Since then, another 
study including observations of herbal medicine consultations has begun in England 
(NIssen, 2006). As observational studies of complementary therapy consultations are 
still extremely rare, this study makes an important contribution. 
A second strength of this study is the use of multiple methods. This led to the 
elaboration and clarification of findings across sources. In addition, this allowed for 
rhetoric and behaviour to be compared, leading to the identification and exploration of 
discrepancies, particularly in unearthing the complexities behind referral rates and the 
call for evidence. As previous studies have tended to take the responses gathered from 
interviews and questionnaires on this topic at face value, this study is unusual in going 
below surface representations. 
Third, including sets of interviews from NHS professionals, therapists and patients has 
permitted a variety of perspectives to be explored. Most importantly, the views of a key 
group, that of English PCT managers, has been heard. Two previous studies with this 
group have focused on Canadian comniissioncrs or been limited to survcys. (van 
Haselen, 1998; KeIner et al 2004) A third study interviewed English "lead primary 
care" cornmLissioners from nine Primary Care Groups (Thomas elal 2004), but this is 
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the first study in which more in-depth data from a range of English PCT managcrs 
from public health, pharmacy and executive positions have been collected. 
Fourth, this study is one of the first to utilise change management literature in 
considering the mainstreaming of complementary therapies. By applying change 
management models, the mainstrearning of complementary therapies becomes less 
unique, in that it shares elements with many other proposed innovations, and more 
specific, as the particular features leading to adoption or rejection are highlighted. 
Finally, this study was undertaken by a complementary therapist working at an 
academic unit of primary health care. A growing number of complementary therapists 
are conducting research, but this is still relatively rare. Furthermore, of those that do, 
few actually work alongside GPs, nurses and other biomedical practitioners on a daily 
basis. This appears to be the first qualitative study of the issues around mainstrearning 
undertaken by an individual with a foot in both camps. This perspective influenced 
both the methodology employed and the interpretation of subsequent findings. 
8.4 Areas for future work 
Having argued throughout this thesis that research makes little difference, there is 
considerable irony in suggesting further research. However, future studies could fall. 
into three areas. 
'Me first would be to further exploit the data already col. lected. So, for example, 
conversation analysis could be applied to data collected from observations of 
consultations to explore the difference between intcractions in the two settings. 
The second area would be to confirm findings from this study more widely. To test the 
replicability of the structural features of a 'NHS acceptable' complementary therapy 
service model, an update on the national 'mapping survey' (see 2.3.4) could be 
undertaken. To explore the transferability of findings on the process characteristics of a 
'NHS acceptable' service, other sites could be recruited using case study methodology. 
Another area of research would be exploring the extent to which consultation times 
can be reduced, without a detrimental effect on satisfaction and perceived 
effectiveness, by observing the practices of a larger range and greater number of 
complementary therapists. To confirm and elaborate the change management model 
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applications, a Delphi exercise could be carried out with a wide range of key 
individuals. 
A third area of future research would take the findings from this study further. In 
particular, I would propose an ethnographic study of the decision-making behaviour of 
PCT managers and practice based commissioners, using the same methodology as the 
study conducted by Gabbay and le May (Gabbay and le May, 2004). A separate study 
could comprise of selecting several complementary therapy interventions with robust 
evidence and exploring the barriers and levers to their adoption amongst clinicians and 
commissioners within the NHS. Alteinatively, a study could replicate the methodology 
of Barry and colleagues to explore patient agendas in NHS and private complementary 
therapy consultations (Barry et al 2001). As patients arc those who are mainly engaged 
in mainstreaming different types of healthcare, I would suggest further qualitative 
studies exploring how they make their healthcare decisions and their combined use of 
over the counter and practitioner provided services, whether biomedical or 
complementary treatments. 
However, perhaps focusing on the dissernination of this study would be more 
appropriate, before conducting further studies. Targeted dissemination is rapidly 
becoming expected, particularly by the Department of Health, who request annual 
reports from academic primary health care departments on how studies have "changed 
NHS policy or practice in the past 12 months" (personal communication, jo Pearce). 
In particular, I would like to disseminate recommendations to the complementary 
therapy community through making contacts with professional complementqry therapy 
organisations, including pan-agencies such as the Foundation for Integrated Health and 
the British Holistic Medical Association. The aim would be to publish short pieces in 
their newsletters or journals. I would also offer to speak at conferences or to the 
Boards of the professional groups. In addition to the complementary therapy 
community, I would like to disseminate messages from this study to: 
The academic complementary therapy research community via academic journals 
and conferences. 
Sympathetic doctors and nurses through BHMA local irýitiativcs and other 
grassroots networks. 
park. Patients through alternative magazines such as lUndred Spirit and T1je S 
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8.5 Concluding thoughts 
This thesis was generated from a personal desire as a complementary therapist to 
explore the extent to which complementary therapy principles, philosopl-iies and 
practices might be dominated, compromised or left intact within the NI IS. 
On one hand, what I learnt was inspiring -I found an example of a complementary 
therapist who appeared to be highly esteemed by her biomedical colleagues. She 
offered a service, in line with homeopathic principles, that was integral to MIS service 
provision as a whole. But not only was this therapist exceptional, so were her 
biomedical colleagues. Unfortunately, this service is now defunct, suggesting it was the 
exception to the rule. 
On the other hand, mirroring the trajectory of this study was my own personal process 
of becoming 'mainstreamed'. From the beginning of the study, I have grappled with 
being an energy therapist, while also working within a highly biomedical environment. 
In Chapter 3,1 wrote that the challenge of mainstrearning was 
How energetic and hiomedical worldviews could co-exist in the 
wider context of healing, without one co-opting or neutralising the 
other. 
1hree years on, I gave up my clinical practice because my complementary therapist 
persona had become "neutralised". Even with the support of both biomedical and 
complementary therapy colleagues, I could no longer exist comfortably in both worlds. 
Because of tl-ýis, perhaps I am overly pessimistic about the possibilities of others 
avoiding the same fate. 
Nevertheless, I feel more resolved that the complementary therapy conununity should 
press on with the mainstrearning agenda, not least because the imperviousness of the 
NHS does both patients and health professionals a disservice. Although this thesis has 
focused on how complementary therapies would have to change, the MIS would also 
have to alter its defences to allow complementary therapies comprehensive access. As 
David Seedhouse, an ethicist who wrote Fortirss NHS, argues 
The secret of preventing change in any system is to stop up all 
channels through which protests might meaningfully be heard. The 
NHS has managed to achieve this in practice through a host of 
direct methods. Its perimeter defences and outer walls are as robust 
as ever, Indeed it is difficult to overestimate the practical power of 
those who benefit most from the Fortress .... [However] the way to 
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dismantle the Fortress is not to hurl stones at it from the outside, 
but to show it upfor what it is (Seedhouse, 1995). 
This thesis is just one such attempt to "show it up for what it is" or, in other words, to 
identify and uncover discrepancies, so that hidden agendas and constraints can bc 
revealed. In doing so, my goal is to increase understanding between the two camps and 
reduce polarisation, hopefully to the advantage of both the MIS and complementary 
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MOg University of MEN BRISTOL 
Appendix A Information sheet 
Delivering complementary therapies in the NHS and privately 
Project contact: Lesley Wye 
Address: University ofBristol, Primary Health Care, Cotham House, Cotham Hill, Bristol, 
BS6 61L. 
Tel: (0117) 954 6686 
email: lesley. wye@bristoLac. uk 
VA Invitation to participate 
You are being invited to take part in a research study looking at the integration of 
complementary therapies into the NHS. This study is being conducted at the University of 
Bristol, as part of a PhD award from the Department of Health. It is taking place between 
September 2004 and September 2007. Before you decide, it is important for you to know why 
the research is being done and what it will involve. Please take time to read the following 
information. Please ask us if there is anything that is not clear or if you would like more 
information. 
What is complementary medicine? 
By 'complementary medicine' we mean therapies and treatments that are usually provided 
outside of the NHS. Examples include homeopathy, acupuncture, osteopathy, chiropractic, 
herbal medicines, massage therapy, relaxation, aromatherapy, nutritional therapies, reflexology 
and hypnotherapy. Some of these may be available within the NHS e. g. at Bristol Homeopathic 
Hospital. But most are provided in private complementary therapy clinics or can be purchased 
over-the-counter at chemists or other shops. 
Q What is the purpose of the study? 
Over 40% of the adult population in England and Wales are estimated to have used ' 
complementary therapies at some point in their lifetime. That proportion is increasing. Most 
users receive treatment privately, but a small number have NHS treatments. There have been 
recent moves by this government towards integration of complementary medicine into the NIIS, 
yet we know little about how thi5 works in practice. This is why we need you to take part. 
Why have I been chosen to take part in this study? 
We have written to you because you are a health professional working in an organisation that 
funds complementary therapy services. We want to include professionals from a wide range of 
backgrounds to learn more about such services. 
Va Do I have to take part? 
Taking part in this study is voluntary. If you decide to take part, I will ask you to sign a consent 
form and give you a copy of the consent form to keep. You will be free to withdraw from the 
study at any time. 
Q What will happen to me if I take part? 
If you agree to take part, I will meet to conduct a 45-60 minute interview. I will contact you to 
arrange the best time and location for the interview. The interview will be recorded to keep an 
281 
accurate record of what you say. You do not need to do anything to prepare for the interview -I 
simply want to find out your views of delivering complementary medicine in the NIIS. Only tile 
research team will have access to the interview recordings and typed transcripts. We will give 
you a copy of the interview transcript if you would like it and you will be free to ask us to 
exclude any information that you have given us. 
Q What are the possible benefits of taking part? 
There is currently a lack of information about complementary health services in the NI IS. We 
believe it is important to include health professionals' views on this topic because we need to 
learn more about the challenges of incorporating complementary medicine into the MIS. For 
example, what are the implications of incorporating complementary therapy services into the 
NHS? What are some of the practical difficulties? Your views could contribute to 
recommendations about delivering complementary medicine in the NHS. 
Q What are the possible disadvantages of taking part? 
The only possible disadvantage of taking part is the time cost to you. 
14 What happens when the study ends? 
When this study ends, the interview recordings will be wiped and we will not need to interview 
you again. The results will be written-up for a report to the Department of Health and for 
publications that will be read by health professionals and complementary therapists. I will be 
happy to give you a copy of any reports from the research. You will not be identified in any 
publications. 
Q Will my taking part in this study be kept confidential? 
All the information given will be kept strictly confidential. Only the research team at the 
University will know that you are taking part. Your interview recording and transcript will be 
given an anonymous identifying code so that no one will be able to identify you. Your name will 
not be used in any written reports from the research. Your contact details (e. g. name and 
address) will be stored on a secure database on a computer at the University and wil I not be 
passed to anyone else within or outside the University. 
Q Who is organising and funding the research? 
A research team from the University of Bristol are organising the study. It is funded by the 
Department of Health, 
Q Who has reviewed the study? 
The study has been reviewed by the London Multicentre Research Ethics Committee. 
VA What do I do now? 
We do hope you will be able to help us with this research. If you are willing to participate, 
please contact Lesley Wye at the University of Bristol, Primary Health Care, Cotharn I louse, 
Cotham Hill, Bristol, BS6 6JL. W (0117) 954 6686, email: lesley. wye@bristol. ac. uk. 
THANK YOU FOR READING THIS? 
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Appendix B Topic guides 
Example topic guide A for a key informant Interview date 29.9.04 
" How long have you been practicing? 
" What drew you to homeopathy? 
" How did you end up working for a NHS service? 
What worked well? 
What didn't work so well? 
" What did you do differently in your clinical practice in the MIS vcrsus 
privately? 
" What would integration look like? 
" What needs to change to make that happen? 
" Do you use the term healing? 
" How does healing fit within the NHS? 
Would you work in the NFIS again? 
Anything else? 
Example topic guide B for a patient Site 1 Interview date 11.10.04 
" How did you get interested in acupuncture? 
" What are the differences between seeing the acupuncturist in the GP surgery or 
at her home? 
" What are the similaridei? 
" Is the effectiveness of treatments different? 
" What is the impact of reduced consultation time? 
" V4-iich setting do you prefer and why? 
" What are your views on incorporating CAM into the NHS? 
" What would the NHS have to change? 
" What would therapists have to change? 
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Example topic guide C for administrator Site 1 Interview date 24.4.05 
0 How long have you been working at this surgery? 
" Were you around when the complementary therapy service was introduced? If 
so, what do you remember about that time? Who was involved? How involved 
were you in setting up and developing it? 
" What's it been like having access to tl-ýs service? What's the impact been on 
receptionists and the surgery in general? What arc the main difficulties? What 
are the main advantages? 
" In the new premises, who and how was it decided where the therapy suite 
would go? 
" Why aren't there any signs? 
" How integrated does the service feel? (Christmas party, podiatrists) 
" What's the impact of having the service office off site? 
" What would happen if service ceased to exist? 
" Do you believe there is a legitimate place for this type of services within state 
funded systems? 
* If so, what needs to change to make that happen? 
Example topic guide D for a nurse Site 1 Interview date 22.6.05 
Wliat's your role at this surgery? How long have you been working there? Where 
else have you worked? 
Have you referred to the complementary therapy service? 
What has your contact with the therapists and co-ordinator of the service been like 
up to now? 
How integrated does the service feel? 
Why do you think practice nurses, district nurses and health visitors refer so little to 
the service? 
Wlat would it be like if the service stopped? 
What do you think about complementary medicine? 
Does complementary medicine have a legitimate place in the NIIS? 
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What needs to change for complementary medicine to become part of NIIS? (if Y 
to 8) 
Example topic guide E for PCT manager Site I Interview date 25.7.05 
What are your own personal views about (and use oo CAM? 
What would you say is the "officiaP'PCT position, if there is one? 
Do you believe there is a legitimate place for these types of services witl-dn 
the state fiinded system? 
If you do, what would make it easier for PCTs to comn-dssion CANI 
services? What needs to change? 
0 What type of evidence is needed? 
Are CAM services seen as an 'add on' or 'instead of? 
Why would it be easier to fund counselling services than CAM? 
What would the impact of enhanced services and practice based 
commissioning be on the commissioning of CAM services? 
How close are we to the mainstreaming of CAAl? 
What changes would mainstream services have to make to incorporate 
CAM services? (is this a vaiiation of qiiestion 4 ?) 
Anything else? 
Example topic guide F for a therapist Site 2 Interview date 30.1.06 
* How was the service set up? 
" Why was it set up? Why arc there only three therapies? 
" Who,, A: as involved - a) leadership, b) champions, %ithin the NHS? 
" How is it funded? 
" Did/ does the design of service reflect the implicit/ explicit preferences of 
fundcrs? 
" What role did 'evidence' play in setting up the service? In continWng it? Wliat 
was the evidence needed? What part did the evaluation play? 
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How does the service work? Who refers? How long arc the sessions? I low 
many do patients get? How do you conununicate with rcferrers? 
What arc relationships with professionals within the NHS like? a) clinic itself, b) 
referrers? 
" Are there any differences in your clinical practice in the Nf IS & privately? What 
happens to the extra time? 
" Are there differences in the NHS in terms of. a) premises, b) paperwork? 
" How has worldng in the NHS changed you (attitudes, behaviour)? 
" Have you noted any changes in your biomedical colleagues? 
" Documentation - what's available? Original bid? Contracts? Subsequent bids? 
Referral data? 
Does CAM have a legitimate place in the NHS? 
Who else do I need to talk. to? 
Example topic guide G for a doctor Site 2 Interview date 1.2.06 
Her background - how get interested in CAM? Why homeopathy in particular? 
Personal views on CAM? How long at clinic for? 
Rationale for setting up service? 
Who involved and roles they played? 
Role of evidence in setting up? Kate Thomas's evaluation? 
What challenges? 
Who decided six sessions & length of sessions? Why choose homeopathy and 
aromatherapy as therapies? Access? Referral criteria? 
" What happened to aromatherapy? 
" Influence of NHS on setting up the service? Other influences? 
" Effect of premises? 
" Consistent in her championing? 
" How encourage referrals in the beginnine. 
" How integrated is the clinic w/in NHS (scale 0-10)? What needs to happen to make 
it more integrated? 
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PCT attitudes & key people then & now? 
Turnover in PCT & clinic? 
" What makes this service special? 
" Does CAM have a legitimate place in NHS? 
" If advising someone else setting up a CAM service somewhere elsc, kcy 
ingredients? 
" Anything else? 
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Appendix D Example of merged field notes and 
transcription document 
10: 10 appointment, 2d of 4 tbal Im obserikg lodaý 30.11.04, NHSsettiq. 
Client, elderlygentleman, uses a cane, dressed in afull suit with a waistcoat, problems with bip 6- 
knee, becomes abpannt That has partial hearin Tp ke g loss as can't pick up words unless hein son 
directl n y to. Extended access client. Has had multiple appointme Is. 
00.00 client enters room and immediate-4 starts IaXng about smoking and recent stresses. lleý 
standing up at the corner of the room by the coal hanger and moves back andfortlifrom infmnt of the 
wiffdow, which is quite close to where the thera pist is, to the coat hanger. 
[can't remember if I introduced xgseff when he came in. Don't think we shook hands as I was in 
another comer of the roomfiddliýg mith the tape. ] 
00: 00 client: --- cigarettes and take this--- out? 
00: 03 therapist: why? 
00: 04 client: I think it's frustration that I can't move that I haven't got enough money 
for the rent - ------ I didn't want to go and take anythdng possible. I'd have to chance it 
within two lots of days but uh with friends but I've had (client sighing) enough of that 
(I know). But ----- Bridgewater. ---But I turned around to Walter --- But I don't want 
to leave the friends I got here and start again down there and that would be it. [as soon 
as client comes in, he starts talking about what is worrying him most, even before he 
sits down. Initial pleasantries probably occurred downstairs as therapist greeted him & 
led him to the consulting room. Can't hear a lot of this b/c client speaking softly & lots 
of whirring on machine. He also speaks quickly as if bursting with what he wants to 
say. As consultation goes on, client speaks more slowly and less often. ] 
00: 43 therapist: Mind you with your social skills it wouldn't take you long to make new 
friends. 
00: 47 client (client laughing) I ain't got no social skills. '(both laughing) 
00: 52 therapist. You do, you do! you might not call them social skills but you'vc got 
them. (pausc) Well I'm really sorry to hear that [client's name]. 
00: 57 client has faken off his coat. And is standigwilb his bark le Me fherapirl. 
1: 01 client: Pardon? 
1: 02 therapist: I'm really sorry to hear that. [therapist genuinely upset] 
1: 04 client: yeah, well. That's life. You just accept it, that's all. I found, I found a lovely 
little flat too. But they wanted, they wanted 6 months' in advance. Six months' in 
advance (hrn) plus X amount per week. And I just couldn't go so high. A lovely place. 
Up by [name] park. Really lovely up there (14 sec pause) 
1., -38 slarfiq to take off clothes before sitting doxn, Ibera ist sitting down and asking questions .p 
is 
u1bile client is in the otherpart of the room. Clientgoes over & sits down in chair 
304 
1: 58 therapist: how's your hip and how's your shoulder? [therapist introduces physical 
component. Usually clients start off with summary of physical symptoms but this one 
starts off immediately with emotional situation. Unusual. ] 
2: 00 client: sorry? 
2: 01 therapist: how's the hip and how's the shmdder? 
2: 03 client. urn I don't know. The shoulder's alright. The shoulder's quite alright. But 
it's in the hip I've been getting, I think I've done too much. You don't [place] very well, 
do you? 
2-23 client sitting down w/o sUrt on blit x/ trousers on [makes an incongruous sight. Client 
seems perfectly happy to have stripped down with me in the room. ] 
2: 24 therapisi: not really. 
2: 24 client: You don't know the cemetary at the top? --- view? ---- view? No. There's 
tl-ýs cemetery at the top of this MI. Well it's up towards [name] park but from there 
down to the river there's a lane, [name] lane. (what? ) [nafne] lane. It's mostly 
overgrown and the top part is tarmacked and bottom part is paved but in between it's 
all rough, you know rivules where the water's been running down over the hill like. The 
other morning, last Thursday, I walked along the river I thought I'll go as far as I can. 
It's a nice day to go for a walk. I felt I was getting lazy and I was also frustrated and I 
had other places to go too but I thought no I'm going. I walked along the river. And I 
got to this little turn off went through and oh yes [name] lane. I'll try that. Now you 
know [name] Hill? (yes) Yeah it's nearly as steep as that. And it took me (pause) it took 
me what three over three quarters of an hour to get up there but I did it. But (client 
coughs) on the Friday I was alright but on Saturday I've started electric shocks right 
through, right through burning two bones and the joint. And I went out Saturday and 
went over to [place] and on the bus and on the way back huge it was electric shocks 
like (hm). Terrible. Anyway other than in the night time they're not too bad. Sunday 
morning I had a couple of twinges but other than that it's settled down. But I think- I 
might have done too much on that Thursday. [very long story. Possibly the longest 
story I've heard a client recount. Full of details] 
- 
Client uses bands a kt when he talks 
4: 00 pointing to P, bo wbile explaining about electriesbocks 
4: 36 therapist: it's settled down a bit now has it? [client keeps on speaking and ignores 
question] 
4: 37 client. and this, this round and round the patella, round the knee cap. Doesn't 
make any difference which way I turn in bed on this side or on the outside leg on there, 
I keep moving because it hurts so much. Aches so much. Not hurt, ache. And over on 
the other side it's just as bad now. 
445 touebin g knee, calls it Me 'ýate& ý Wby use The anatomical term? 
5: 02 therapist: so you're not really sleeping either? [therapist asks sleep qucstion, but 
not diet] 
5: 04 client. I haven't been sleeping for ages and ages and ages. Tbe only timc I've slept 
really is when I went out one day. I had too many to drink. I came home. 3 o'clock. just 
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said to Anne as I'm leaving. Hello, Anne. I'm going to bed. That's all I said. I wcnt 
straight upstairs. 3 o'clock and I didn't wake up until 11 o'clock at night. That's the first 
solid sleep I've had without you know. [what's this "you know"? ] (did you feel okay? ) I 
enjoyed that. (both laughing) But I couldn't do it everyday. That --- the next morning 
and it weren't too bad and. (pause) so you aren't moved yet? [does client ask this 
because he's talked so much so far? Don't think client would do this if talking to a 
doctor. What is it about the relationship that fosters reciprocity in conversational 
exchanges as well as in terms of working together? ] 
5: 13 therapist lakes nofestvbile client falkiq 
532 client asks tberapist a personal question - 'ýoyou aren't movedyet? " Re murmurs sometbing 
and thg go back to him. 
5: 50: therapist: well it's all up in the air at the moment. (4 sec pause) ris she waiting for 
him to ask more? She turns back to him. ] So would you like me to work on your hip 
today? (yes please, yes please) [therapist agreeing with the client what the priority is] 
When it hurts you there does the pain go down? 
6: 08 client: no it's just like a sharp pointed knife coming from inside up through, up 
through, just between the bones there that's all. (yes) between them 
621 'ýharp pointed knfie" Client asks about tljerapistý dalfghter. Alight knon, each other 
personally. Therapist sent him a birthday card. Interesting that she's crossed That boundag. 
6: 23 therapist: okay well let's see if we can do something with that. (yeah, okay yeah, 
yeah) 
6: 29 client: how's [name of therapist's daughter]? [again client asks personal question) 
6: 30 therapist: she's alright thank you. 
6: 31 client: oh thank you for the Christmas, birthday card (you got it then) I did give 
you a ring. (yes you did, thank you. ) Thank you very much. I liked it. [therapist sending 
b-day card seems to indicate that the relationship more than client-patient] 
6: 42 therapist: did your birthday pass off okay? 
6: 45 client: uh, yeah. Very quiet. Very quiet. I had one pint. That was all. No whiskey. I 
didn't have my usual cigar. (36 sec pause) 
7.10 client taking off socks and trousers. I'm not looking at him vhile be's undressing to ghe bin 
Privag. 
7: 35: theraPist: -I won't ask you what your fag intake has gone up to. (therapist laughs) 
7: 40 client: I just toldyou (client laughs) 
7: 42 therapist: you said it had gone up. 
7: 44 client: between 40 & 60 a week (6 sec pause) 
7.51 C, 6ent on coueb 
7: 51 therapist: (therapist sighs) in terms of stress (both laugh). It doesn't do any good. 
I've told you that before. lie on your side please. [therapist treating this client's sUdc 
into self-clamaging behaviour v. differently. Seems to be sympathetic to it. 111is bit 
about it doesn't do any good said jokingly. ) 
I 
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8: 06 client: yes, that's it just there. (14 sec pause) 
8: 10 ciient #. iq on L side, iphile thenpist touches his hip 
8: 22 client: Taking up walking, taking that hill. It more than, it more than stretched 
those muscles too. Oh that hurt. Still they settle back. 
8: 37 therapist: is it the same in the hips? 
8: 39 client: tender. Tender round there. just there it is. (okay) (3 sec pause) 
8: 50 therapist: well, Ill do what I usually do. I'll go for some of the main points around 
here. And you can guide me where you want the needles. (15 sec pause) [going straight 
in w/o taking pulses] 
8., -56 "tender round there "efient touches ndtb his band. Tberapist 5oa can guide me milli the needles 
- efientgiting essenfialfeedback- 
pist opens box of needles 9---00 thera 
9: 15 therapist: have you talked to the Housing Benefit Office? [example of practical 
ad-vice] 
9: 17 client: no I haven't. 
9.20 therapist: oh really? (client sighs) You should. 
9: 25 client: I was leaving that as a last resort. 
9.27 1' needle in 
9: 28 therapist: whyý 
9: 31 client: oh, I don't know. 
9: 35 therapist: you've been paying your taxes all these years. You could do with the 
help. Well if people are charging an unfair rent, [waiting for client to disagree? ] (3 sec 
pause) then they can be challenged on it. (yeah) If the rent is too much. (14 sec pause) 
[therapist guessing at reasons why client not going to Housing Benefit. Perhaps it's 
because he doesn't really want to move. ] 
10: 10 therapist: okay show me where the pain is. In there? 
10: 14 client: (hm mtn), it's more like here. Around here. It hurts more. (I I sýC pause) 
10: 19 client points to where tender & therapist puts needle in. Zd needle in . Eveg time therapist 
Inists needle, clientiumps. 
10: 32 client: uuuhh. That's it. [he's obviously in pain when the needle goes in. ] f lope 
we're not going to get a bad report mind? (said to me) [interesting that client sees my 
role as more of one of clinical governance, which I suppose it's setting the ground for. ] 
10: 39 LW. no I feel like holding your hand. (LW laughs) I know what it's like. (4 scc 
pause) 
10: 47 therapist: has the feeling changed since that needle went in, [client's name]? 
10: 52 client: I don't think so. Oooh. That's there. [what's the right answer? ] 
10: 58 therapist: okay let me go down to your knee now. (9 scc pause) 
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11: 09 client: it seems to be more on the top of the patella. Up around here. 
11: 14 therapist: is that the sorest bit? 
11: 17 client: That's the sorest bit. . 
11: 21 therapist: I don't really want to needle in there. I'll do some (---- time) 
11: 27 therapist: I know. I know, the tendon gets tight. (7 sec pause) 
11.32 therabistfeels along bis ri!, glit tbý: gb andputs ber kands on knees, lberapistfeefing aliong. 
11: 37 client: I didn't think I was going to make it. I was sat, was sat in the window 
watching the birds. I was all ready. It was just that I left it too late Eke, you know. I was 
just too busy watching the birds in our garden. (while I was observing, I very much fclt 
, sympathy & compassion for this client. But on re-reading & listening to the tape a few 
times, I realise that he often interjects anecdotes along the "poor mc" line. perhaps he's 
not conscious of this. Or maybe he feels he can only get attention if ill. Worries me that 
so many people think they have to be ill to justify their needs for care. ] 
11: 49 therapist: do you know what I saw the other day? You know those two percgrine 
falcons in the [place name]? (yeah). I saw them flying. 
11: 56 client: oh! Well donel (pause) Where were you? [place name] up on [name]? By 
the [place name]? 
12: 07 therapist: I was just about to go up to the Chinese restaurant (oh yeah). And they 
swooped right along the river and up over the [name] road and off into the woods. (20 
sec pause) 
12.32.3"d needle in knee and efieniju)Vs when fberapist foists it 
12: 37 therapist: Tell me when you feel this 
12: 39 client: uhyeah 
12: 42 therapist: are you qx: dte comfortable? Do you want me to adjust 
12: 44 client: no, no. No I'm alright, ta. I'm alright. (6 see pause) 
12.54 therapist (to me): [client's name] knows this whole [name] country, lxslcy. 
Walked all over. (have you? ) [calling to aspect of competency of client. Is this to help 
create a bond with me or to remind him of what he does well? ] 
12: 59 client. I used to. (client laughs) Wish I still could. (3 sec pause) 
13: 07 LW to client: so do you know lots about birds and things 4kc that? (yeah) Yeah, 
see I don't know very much. I'd love to know more. [I didn't have a clue what to say 
but felt I was colludingwith it. ] 
13: 11 client: birds, trees, animals, all sorts. (11 sec pause) 
13.. -28 0 needle in R ankle 
13: 28 client: two peregrine tits came to our bird table. (did it? ) A few grcenfinches. 
'Mere's a wren around somewhere but I havenýt seen him. I can hear him but I can't 
see him. You can hear a wren by its ---. 
13: 46 therapist: can you feel this? &eah) (12 sec pause) 
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14: 01 client to me: I think she uses me as a voodoo dolly. (client laugli-, -, ) jalmost this 
entire section of birds to voodoo dolly about including me in some way. ] 
14: 04 LW: you? Makes your hip better. (11 sec pause) 
14: 12 P needle in Rfoot 
14: 19 client: ooh. (sharp intake of breath because of pain) 
14: 20 therapist: ---- (yeah) (48 sec pause) 
14.4 7 64 needle in R ear, Tberapist cleans i! P bits andpieces. 
15: 11 therapist: how's it feeling round here at the moment? 
15: 15 client: still tender, well that's tender. Tender all right 
15: 20 therapist: do you feel it would benefit from some heat? [again therapist looks to 
client for guidance on what to do. This whole session very patient centred as client has 
to tell therapist where to put needles in as well. ] 
15: 23 client: yeah, yeah, it could do. (Ixt me try that). I've started, I've started using the 
hot water bottle as I've sat down of an evening. 
15: 30 therapist: and does that relieve it a bit? 
15: 31 client: yeah, yeah. A bit, yeah. 'til I go to bed. (47 sec pause) 
1535 lberabist toucNig round his bip. 
15.58 ibera mm . 
pisttakex out bloxtorcb to ligbi OXi andibenblowonit. 
16: 25 therapist: okay I'll put some heat around each of these needles now. just tell me 
when it gets too hot, [client's name]. (12 sec pause) 
1631 starts dreliq needles xilb moxim 
16: 44 client: that's a nice temperature. I could use that in liquid bottle all the ycar 
round. 
16: 47 therapist: it would be nice, wouldn't it? 
16: 49 therapist: Ill. just heat it up a little bit more. (14 sec pause) 
16. -55 Bloxforchiq mo. %im again.. 
17: 06 therapist: are you feeling warm enough? You can have a blanket over 
17: 08 client: no, no, I'm alzight. (18 sec pause) 
17 24 mo. 5am is making me Jef I irlaxed Still drrh: ng same needle, Client ý 11VTb Wicbes ahelt slie 
circles. 
17: 28 therapist: just say when it gets too much. (20 sec pause) 
17: 50 client: ugh. 
17: 57 client: that's a bit warm. (4 mins 25 scc pause) 
18.02 goes on to circle needle in top of bis hip. She didn't clieck bir Jongur or his pdres - Vlg not? 
18: 4il c&ntJuVs 
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19.09 circling P needle qgain and thengoij g back to needle on ljip 
. 
pist_pxIls chair over so she tan sit down and circle ;;, ilh maxim a diftirnt needle in Me 1.9.40 fhera 
other side 
20.32 1 take a dq breatb in. Ifeel v. sleepj. EneT ebange. Tension drainin g from Ibe top of tý, 7 
bead down. Is The smell of the moxim affectin g me? My yeAdsfeel Peg bealy. Ifelt almost 
hypnotised here. Can ah-nost sense it again even just Nvridng about it-] 
21.39 client still bas yes qpen. Preto ama#ýg (? Can't quite read my u7ifing) 
22 25 still ciýchn g nith moxim 
22: 25 therapist: does the heat make it feel any easier? 
22.37 chentgives hig sigh 
22: 27 client: yes, yes. (good) (94 sec pause) 
22--56 still eirrliq bl t the two points. Doing a figure of 8, A Imys goes round top needle in a 
clockwise direction 
23.41 ; ýg. Zqgging., noxim down c&nt's thigh 
24-. 04 therapist: is that okay, [client's name]? 
24: 05 client: yes, yes, yes, that's fine. (9 sec pause) 
24: 17 therapist: I'll just slide my hand under your knee. Let it go now. 71bat's it. (2 n-dns 
& 14 secs) 
24.20 therapist puts her band on client's knee while circles top needle in ho wilb moxim and then 
back to lower needle in fbi gb again 
26. ý 16 still drcliq while holdin ,g 
his knee 
26. -28 therapist sits on couch and goes round client's knee vilb moxim [except for therapist 
checking twice to make sure that client is comfortable, almost no speech between them 
for nearly 10 minutes. Lots of silence. V`bich is interesting because I imagine this client 
experiences lots of silence anyway. All the breaking of the silences therapist initiated. ] 
26: 36 therapist- I've got to tam that radiator off as well. It's driving me crazy. God, the 
plumbing in here is awful. 
26: 45 therapist turns qqff radiator. Ifeel anxious again That Ibis tape is not workin g. 
26: 48 client: did you come to the opening last week? 
26: 49 therapist: no I didn't. I missed it. flow ... ? 
26: 52 client: I forgot all. about it. (did you? ) I forgot all, about it. --- (25 sec pause) 
27: 23 therapist: so why did you want the housing benefit people to be the last resort, 
[client's name]? [therapist often seems to wait until clients very relaxed to bring up 
most burning question (no pun intended here with the moxim - but maybe there is) for 
them] 
27: 26 client: I don't know really. I don't know really. Probably because I don't trust the 
corporation. (client laughs) 
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27: 34 therapist: there are some good people working there. They're a shambles, but 
there are some very well-intentioned people there. [she doesn't let him get awly uith 
that. ] 
27: 41 client: oh yeah, doubtless. It's the organisation. (I know) Or disorganisation. Or 
disorganisation, (I know) should I put it that way? 
27: 52 therapist: I know. But with perserverance. I'm sure you could get something 
sorted out. (23 sec pause) [is it about this? Or is it about having to ask for help? ] 
28: 18 still holding his knee and drrlin g knee sith moxim 
28: 19 therapist: does your landlady know how you feel? 
28: 22 client: oh I think she's got a funny idea about it but I don't know whether she 
has. She hasn't mentioned anything though. Well maybe I've let a couple, a couple of 
little things slip. (18 sec pause) 
28.43 therapistpressesfiýgers into client's knee and uses moxim 
28: 53 therapist: well you know what I think. You must look after yourself. (hmm mm) 
[why does therapist feel the need to say this when the client hasn't asked for her 
opinion? ] And a lot of people round here know you and --- (oh yeah, yeah) (5 scc 
pause) I really hope something comes together for you. 
29: 21 client: what will be, will be. 'Mat's it, philosopl-ýical. (68 sec pause) 
29.32 therýpistgets chair to sit down andpresses berfin , gers 
in while tracing with Moxim - still on 
knee. Perhaps kneegetting lots of attention b1c she wasn't veg bp ap _y about needliq 
it 
30: 34 therapist: so maybe keep it down to 1 in 5s this week. [I get the sense thýs really 
isn't about advice but a way of reconnecting, %ith the client after the last exchange, ] 
30: 36 client: sorry? 
30: 37 therapist: keep it down to 1 in 5s this week. In your hill walking. 
30: 45 client: yes, yes (therapist laughs) Definitely. Wen I shan't do it again. I just did it 
out of pure cussedness really. I just wanted to prove to myself that I could still do it. 
No matter how long it took. I felt myself getting lazy and not doing so much walking 
as I should do. Or I feel as if I've not, but then again I went over to [place name] a few 
weeks ago and I walked around for an hour, or less than an hour I think and I caught 
the bus back home. I just didn't feel like it any more. My leg started aching. '111c 
muscle's started pulling at the back of my legs. Oh ---, let's go home. Shouldn't do. I 
should carry on regardless. (oh I don't know, maybe with lots of --) ---- I should go as 
far as I can. [client wrestling with difficulties of aging. Seems to think that if he keeps 
on pushing himself, he'll still be able to postpone effects of aging. Berating self. Is this 
genuine? An unconscious call for sympathy? Both? Effect is to immediately rc-engage 
therapist's concern. ] 
31: 56 therapist: do you stop and have a cup of tea? 
31: 59 client: oh yeah, yeah, yeah, yeah. When I go out on Saturdays it's always have a 
meal when I go out. (55 sec pause) 
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32.42 Ifiel so sad God what do we do to our oldfieqble? Love# man, Iging so bard to keepgoiq, 
But lonely, & in pain. Can'tfind a safe space to live. Doesn't have enouTh wony. Cant do the 
walking he eqjqys ble be's in too much pain. Hejust needs a big cuddle. Is therapist fouchiýg bim lots 
b1c ibis might be the onj1phjsical touch be getsfrom a; yone? 
33: 00 therapist: just say when it's ---. I'm going to do it a few times in thýs spot. (18 sec 
pause) 
33: 22 therapist: no? 
33: 24 client: yeah (client laughs) I don't --- but please don't bum mc. (4 mins & 37 scc 
pause) 
34--04 therapist stands ip and bri! ýgy traces moxim on bisfoot 
34.24 back to tratiq bip 
35. -02 cut end of moxim in wasb basin 
35.45 rubbiq oil and taking needles out. Rubs bandr all over hips and. down fbiýb while taking 
needles out. 
35.56 more oil in bands & on side iýf L ca#' 
pist rubbin s along legfmm small of bark down to toes, 36.18 all needlesfivm kg out and Mew g band 
sbakesfiýgers out at end. PuMig it off GB meridian - 4"' toe. 
37. -53 holdiq both hands on either side of knee vitbout modng 
38: 03 therapist: (client sighs) [energy change for client? ] arc you okay, [client's name]? 
Completely comfortable? 
38: 07 client: yeah, it's just that I'm a bit stuffed up t1iis morning, that's all. It's the 
catarrh from smoking these cigarettes. That's what that isoinini) Ir"hen he said be V been 
g at his tongue? [client brings up smoking smoking again, was that to stop therapistfrom lookin 
again] 
38: 18 therapist: (therapist laughs) tut tut 
38. -21 confixuessirokiq thi, ýb 
-38: 22 client: the answer is in my hands, isn't it? [was lie just talking about giving up 
smoking or also about living situation? ] 
38: 24 therapist: Isn't it hard? ies your situation, in fact, isn't it?. It's been bugging you 
more and more. Your situation at home has been increasingly (said louder) 
38: 37 client: yeah it's getting a bit fraught, you know. See what happens in the New 
Year, I say. -- Christmas. 
38: 53 therapist: Christmas doesn't half mess things up. (hmm? ) Christmas doesn't half 
mess things; up (said louder) 
38: 55 client: yeah, yeah, yes, it certainly does. (38 sec pausc) 
39. -28 hold)q knee z4ih bab bands qgain. Pmfin&q, it hard to conce. 71rale. 
39: 38 therapist: on this leg, the needle doesnýt hurt so much does it? 
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39: 44 client: no it doesn't hurt at all. (well teU me, tell me roughly) there's nothing 
wrong with this leg at all. It's the muscle in the back. Tbc foot dead. (I was wondering 
what you could do). It's dead on the top here see. (hmm) numb. 
40: 04 therapist: but somehow on both legs the tendon down the outside has become a 
lot tighter than it should be. 
40. -07 still has one needle in ear 
40: 14 client: that's from not getting enough exercise I expect. [code - I'm getting old? ] 
40: 19 therapist. I'm not sure if walking is doing it for you. (I I sec pause) 
40: 33 therapist: try and keep these thigh muscles working just by sitting in a chair and 
raising them. 
40: 41 client: that's what you told me about this, this before, didn't you? (have you been) 
I been doing it [client sounds somewhat frustrated that therapist giving same advice, 
which she forgot that she'd given before. ] 
40: 47 therapist: have you been doing it? (yeah, yeah, yeah, yeah) (3 sec pause) Ok we'll 
have to think of something else. 
40.52 still koldin g his knee 
40: 59 client: , chop 
them off. (client laughs) Put wheels on. 
41: 06 therapist: okay well let's leave it. Let's take this last needle out, okay? (hmm nim) 
41.08 Iasi needle oa 
41: 14 client: okay now? 
41: 15 therapist: yes, that's it. (7 scc pause) 
41: 23 therapist: have you ever had any, thank you. Have you ever had any advice about 
exercise? 
41.28 client qff couch 
41: 30 client: no (not really? ) no. (hmm, okay) 
41.34 starting to na put clothes back on, therapist's take p per cover off couch 
41: 36 therapist: well IT do a bit of research and I'll see if I can find out what else might 
help to loosen up those tendons. 
41: 44 client: LiRc chickens as they get older their tendons get tougher. (both laugh) (14 
sec pause) 
42: 10 client: they haven't fixed that plumbing yet then? (no) Well it don't sound so bad 
as last dine though. [back to plumbing again. Already been mentioned. ] 
42: 16 therapist: that's the noisiest bit. The radiator's (yeah). (4 scc pausc) You can turn 
this tap off but look what happens. The tap actually moves it around. Anyway, they arc 
getting on in the building, aren't they? (oh yeah, yeah) 
4230 therapist sboning ivhat's vroq zilb the V 
4240 therapist wifing notes iphile client in cornergelling dirssed 
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42: 42 client: glad you got the lift set up though 6res). (23 sec pause) 
43: 07 therapist: how's that feeling, [client's name] at the moment? 
43: 10 client: pardon? 
43: 11 therapist: how's your hip feeling at the moment? 
43: 13 client: okay, okay. ----sore---- (6 sec pause). 
43: 30 therapist: I think if we leave it another month that will be in the middlc of the 
Christmas holidays. (yeah) Do you want to come in three weeks? 
43: 40 client: whenever you want my dear. [-seems to be implying that he's doing it for 
her. ] 
43: 42 therapist: well we could do that. I think that would be (1umspqger vf&ag) Actually 
it would have to be in 2 weeks. It's in two weeks or in five. What do you think? \Vould 
you like to get one in before Christmas? [when not looking at her diary, therapist seems 
to think seeing client in another month best, but then when no space arranges to see 
him in 2 weeks. Surely 5 weeks is closer to a month than 2. How much is this not 
because of his physical condition but b/c therapist is worried about him emotionally & 
Christmas coming up which may be hard for him. Is this appropriate use of funds? 
Interesting that in terms of this ýcing a community project, I would say ycs becausc 
social inclusion a big part of community projects. But if it wcrc funded by the N1 IS, I 
would think no b/c the NHS isn't about helping people feel happier at Christmas. So 
in my head it makes a difference who funds it. ] 
43-54 tberapist looking at her diag 
44: 03 client: yes, please if I could. 
44: 05 therapist: the 14 th . (15 sec pause) 
44: 22 therapist: I was just thinking if you can get over to [place name] then you can get 
over to my house and you could have a session with my infra red lamp, if you 
like. (pause) At some point if you think you could get over there [client doesn't sound 
all that keen. So can get over to this part of the city where therapist lives for his wa% 
but not for a treatment. Priorities? ] 
44., -24 client sifliq down andpufliýg on his socks, therapist oeS. i plivalt i (i d SOS. ion n SMANg 'It", to 
think about bow therapist switches between settings) 
44: 41 client: it's the getting over there 
44: 43 therapist: I know. 
44: 48 client: I'd have to get a bus from here to the centre. And the centre up to [place 
name]. You're not too far from the [place name]? 
44: 57 therapist: I'm not too far from the [place name]. In fact I'm going to be working 
around the comer from the [place name] (are you? ) at a clinic in [place name]. (oil) yes, 
just round the comer. Well that's something we could think about for the new year. 
gcos I do think 
45: 22 client: well the nearest bus stop there would be, would be the [place name], 
wouldn't it? Because the bus stop, they come round the back of it now, don't flicy, 
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(that's right) instead of through (yeah) Where the post office used to be, where the post 
office delivery place used to be. But I don't know whether it is stiu there. 
4530 therapist w0ing her hands 
45--38 clientputfing on shoes 
45: 42 therapist: what, [name] street? 
45: 43 client: yes that's right. (11 sec pause) 
45: 57 therapist: I wrote it on the card for you. (12 scc pause) 
46. -05 therapist x, 7ifing ne., d a P pointment on card 
46: 10 client: they asked me if I could manage more than one game of snookcr last wcck 
and I couldn't. I had a job to get round from one little hole to (3 scc pause) (client 
coughs) (34 sec pause) [a final "poor me" story] 
46.34 efientputfing on coat, tberapist tidying desk 
46: 54 therapist: okay, have you got everything? 
46: 56 client: yeah, I think so. 
46: 59: therapist: ---. (client kands wong over) Thank you [clicnt's name]. Next time I'm 
going to have to take more money off you because we're running out of funds and it's 
going up to 5, if that's okay. 
47.00 st, gns and clientgiver ber mong straigbt awa I ds. y. He bas it in Ws ban 
47: 09 client: yeah, that's okay. No trouble at all. You can have 5 now if you want it. 
47: 12 therapist: no, no we'll make it later. 
47: 13 client: yes, go on. 
47: 17 therapist: okay, thank you. We're hoping to be able to keep the project open 
beyond April. But that's your next appointment. [big difference from previous client 
who gave therapist mixed messages] 
47: 27 client: all right, love. Give me three back now. (therapist laughs) Oh yeah, I know 
Christmas present for [therapist's daughter]. 
47: 36 therapist: (both laughing) you spotted me. 
47: 37 client: give her my regards. [personal interchange again] 
47: 38 therapist: will do, I know. Well you take care of yourself and I really hopc things 
sort themselves out with you. 
47: 48 client: I'll try. Cheerio for now then, [therapist's name]. 
Interesting that tberapist alwqys walks down loget ker clients andpicks Them io and sljow; Mem out. 
Great courtey. Part of lbeprivate sertice culture lbatpatients want? 1(so, takes filaiv M coiimunio 
settings as well 
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Appendix E Matched consultatimis 
Tbe tibIc bclo-ýv compares the paired lionicopmli\ colist 1IL11 I-I 1ý,. I I, 111 1(1 Ilk 
those topics or activities that occurred In botIl Scullig", tll(- 1(. 111" 11 
sounds; the items underl-ined arc my reactions. 1,111c"s III)tcd, ; III "t Ih(. 1(, I, I( 
were initiated by the therapist. 
Table 14 Differeiice, ii-I matclied lioincoj)ýIfliv 111 (1( 1.111( 1 
analysis 
Private setting NHS setting 
Structure of session ill-I-cill 11(. 1.1ml (1(. 11111(fil past 
How homeopathy works health history 
1: 00 Referral route 1: 05 
1: 30 Patient form filled in w/ details 2: 00 Referral route 
on address, doctor, marital 
status, children, current 
medication 
3: 04 "So firc avvav": reason for 3: 00 
seeking treatment 
5: 33 0001- opellill, i1i 4: 30 
5: 53 Menopause history & ý 
symptoms 
Structure of session 
I IoN.., homcopathy v. -orks 
Patient forin filled in %-., / dmids 
Mt address, doctot, m arital 
status, children, currctit 
medication 
,, \%, I Iat d( )\( )II \\ ant I1(. 11 ) ý% it hr" 
Reason for seeking tremmem - 
Illellopause SN'lliplonts 
7: 38 "Run me through a typical 
night from start to finish" 
11: 30 General health & heitith its it 
child 
8: 50 LW sneezes 12: 14 
TO 3-3 Body temperature 14: 03 
-20 -8 Client's job 16: ()() Food like-, and dislikes 
12: 38 Dreams 18: 00 Current general licalth 
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15: 20 "what else? " general health 22: 00 Current conventional 
medication use 
19: 42 "anything else? " mood swings 24: 00 Current general health 
symptoms including bowel 
habits 
21: 30 Skin - therapist physically 
examines 
26: 00 Music outside 
24: 47 Menstrual history 27: 14 Family health history 
30: 00 Contraceptive pill use 30: 00 Body temperature 
31: 30 Health as a child 31: 00 Loud music in hall enoi(gli so patient 
raises her voice 
32: 00 Food likes and dislikes 31: 26 "Run me through a typical 
night" 
35: 00 What drinks & degree of tl-drst 33: 15 Dreams 
37: 23 Bowels and bladder habits 36: 00 Patient's psychic ability 
40: 00 Fears or phobias 37: 00 Patient's job 
44: 00 "what sorts of things do you 
like? " "what do you do to 
relax? " 
38: 00 Fears or phobias 
45: 00 Client volunteers exercise habits 39: 00 Music outside 
46: 33 Client volunteers information on 
holidays 
42: 00 "what do you enjoy doing? " 
46: 43 Asthma 43: 12 "anything else? " 
48: 00 Emergenýy vehicle jiren outside 44: 33 Client regrets 
49: 01 Family health history 45: 00 Pregnancies & contraccptivc pill 
use 
53: 00 Allergy testing 47: 00 Menstrual history 
53: 40 Remedy prescription 
folliculinurn 
49: 26 Noires in corridor 
54; 15 MYMOP 50-. 00 MYMOP 
L! ý. 20 I Homeopath leaves room to get 51: 39 How - to combine homeopathy, 
317 
remedy herbal medication & conventional 
medication 
59: 26 Remedy instructions -1 today 53: 39 What drinks & caffcinc intake 
&1 tomorrow - Client ingests V 
tablet 
60: 00 How to contact therapist 55: 15 Homeopath deciding on remcdy 
between appointments out loud 
61: 01 Homeopath writes down 55: 55 Homeopath gives patient 
remedy instructions homeopathy information sheet 
62: 00 Homeopath adds 'prescription' of 57: 20 Remedy instructions written 
6 glasses of water a day down - sepia 3a week for 4 
weeks - Patient ingests 1" tablet 
64: 00 When to re-book (4 weeks) 60: 01 Patient volunteers 1-ýstory of 
acupuncture use 
64: 30 Client thanks homeopath 61: 02 How to contact therapist 
between appointments 
62: 00 When to re-book (3 weeks) 
64: 00 Patient thanks therapist 3 times 
318 
Again sirriilar activities occurring ill the t-() ýClllll'lls lll'0hllt_,, ll(L'd ill h''I'l 1. )l ill( 
comparison of acupuncture settings, although tl'L'\ I)a\' havc --corr-I A dit t(AVIll 11111C 
points within the consultation process. The format ()f this tabic is purl-sck diftcr( ill 
from that of homeopathy as othcrv,, l.. -, c inany of the dctýuls ab-111 Ilic difici-ciicc, ill tilt- 
acupuncture consultations Nvould havc been lost. 
Tablc 15 Differences in matched aCUpUllCt Lire collsultýlll()11'11' I(IcIllificd ill 
allqhýsjs 
Private setting NHS setting 
No CoII'Llltltl()Il In'torc ()r after Last of 5 c()Ilsult. ltl0l Ill 
Client's daughter present patient on her own 
"Parry atmosphere" Nlorc subdued 
First 2 minutes small talk on holidays No small talk 
Infra red light used to conduct heat into No infra red light itý, cd 
client's stomach via needles 
Therapist twists needles once inserted Therapist twists needles once inseried 
No scraping ofstoniach 'HICI%lpist Scrapcs Client's Stoll). 1,11 \\till 
fingcrualls 
Therapist starts note,, a third of the \vay Therapist tAcs notes fr()m the bct! iiuuiit, 
through the session. 
7 episodes of healing silence' totalling 3 CplSod('ý ()f IWAIII1,0 111t. 111% 
25: 04 minutes, the majority after all 21: 4-1, the majorltv while nccdlcý, Ili phcc, 
, 
needles removed, longest lasting 5: 17 longest lasting 13: 21 
No application of healing energy using '111CI-III)ISt SCIIdS IlCallllLý ClICI-1,1V lilt-MIgh 
hands her hands to cliclit", 
Minimal background noise Minimal bjckj, -rountl noise 
Thcrapist leaves, roon-i twice 
_ 
Tlicraplt doc., not It-. i\ ( n), )m 
T29 Tongue diagnosis once 00.25 & Tonguc diagnosis I It Ill 
7: 07 tolal 
5: 17 Pulse taken before inserting 14: 1-1 Pulse taken t(, r the fir, i tinic 
1" needle after 0 . 111t . 1,1\ Ill-'clicil 
10: 00 Physical examination of 9: 18 Physical examillittioll (ýt 
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client's abdomen patient's sinuses, no exam of 
abodomen 
13: 56 First needle insetted in 
abdomen 
7: 39 First needle inserted in 
abdomen 
22: 37 Last needle in abdomen 27: 19 Last needle in abdomen 
24: 31 Moxa applied to draw heat 
into client's stomach 
30: 41 Moxa applied to draw heat 
into patienesstomach 
38: 26 LW feCls; 1st energetic, shift 33: 55 LAV feels V energetic shift 
47: 41 Therapist leaves room to 
wash hands 
27: 33 Therapist washes hands in 
room 
47: 41 Patient falls silent 30: 41 Patient falls silent 
60: 02 All needles out 49: 14 All needles out 
67: 15 Client rebooks for 2 weeks' 
time 
53: 07 Client rebooks for 2 weeks' 
time 
68: 28 Client pays 53: 58 Patient pays 
68: 39 Client initia es hug ------ No hugs 
69: 04 Consultation finished 55: 03 Consultation finished 
* healing silence is defined as two rninutes or more after all needles are inserted when 
both the client and the therapist are qiiiet. 
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Appendix F Evaluations of complementary therapy services 
Benson K (March 2004) Complementary health offered in the community for 
everyone (C. H. O. I. C. E) Evaluation Report. Lewisham. - CHOICE service 
Budd C, Fisher B, Parrinder & Price L (1990) A model of cooperation bctwccn 
complementary and allopathic medicine in a primary care setting. Btilish jewmal of 
GeneralPmaice 40,376-378. - Wells Park service 
Bums K& Lyttelton L (1994) Osteopathy on the NHS: one practice's experience. 
Complementag Therapies in Medidne 2,200-203. - Leyton Green service 
Chaplin S. (2005) Chips annual report 2004-2005. available from 
www. ndcbristol. co. uk/ - CHIPS service 
Christie E& Ward. (September 1996) A report on NHS practice based homeopathy 
project: Analysis of effectiveness and cost of homeopathic treatment within a GP 
practice at St. Margaret's Surgery. ne Society of flomeopaths. - St. Margaret's 
service 
Day A& Kingsbury-Sn-lith M (2004) An audit of acupuncture in general practice. 
Acupuncture in Medidne 22,87-92. - Day & Kingsbury Smith scMCe 
Dempster A. (September 1998) Homeopathy within the NIIS: Evaluation of 
homeopathic treatment of common mental health problems. 'Me Soday of 
Homeopaths. - Bounds Green service 
Dixon M. (1998) Does 'healing' benefit patients with chronic symptoms? A quasi- 
randomized trial in general practice. J of the Ro? yal Soc of Afedidne 91,183-188. - 
CuUompton service 
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Freedman J. (2002) An audit of 500 acupuncture patients in gencral practice. 
Am 
. 
Pvndure in Me&dne. 20,30-40. - Fteedman service 
Gladman G. (2005) The integrative healthcare pilot March 2003-2005 Project rcport 
and evaluation. The Big Life Company, Salford. - Big Lifc servicc 
Graves S. (2003) Hartcliffe and Withywood Complementary Therapies Project. RcNiew 
of Progress and Activities Jan 2002 - March 2003. - Hartcliffe and Withywood 
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Appendix G SF36 and MYMOP tables from scrN, icc 
evaluations 
Table 16 SI, 36 health outcome clata fr(m) "I\ c(my1cliwilt. In III( 1.11'\ 
eval Li a tion s 




Impact 54' -. 1 ý10. W 
TZLI CIII 212 4.9 
Glastonbun- 2241 4.8 
Lewisliam 1791 3.4 
1 . 1verpool 691 
3 
G, p purchasuig 31 -2 
5.9 (19.48) 
Role physical Impact -54 
(44.1) 
TZU Cl-ý 210 6.7 
Glastonburv 224" 17A 
I, Cxki, -, Ilam 1791 4 
Livcrpool 691 ,9 9 
G, p purcliasitig 311 
Role emotional Impact 541 20.9 0-. 9) 
Tzu Cl-ý 210 8.6 
Glastotiburý, 2241 11.5 
I xwisllam 1791 
I iverpool 691 
('11) pLircliasirig 308 9.0 (43.3) 
Social 
functioning 
I mpact 541 
7 8) 
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Liverpool 69* 7 1.2 to 13.9 
GP purchasing 321 12.05 (27.2) 9.1 to 15 
Pain Impact 54* 27.2(28.3) 19.7 to 34.7 
Tzu Chi 207 6.4 ---------- 
Glastonbury 224* ---------- ---------- 
Lewisham 179* 12.9 8.4 to 17.4 
Liverpool 69* 7 3.3 to 12.9 
GP purchasing 320 23.8(26.9) 20.8 to 26.7 
Vitality Impact 54* 11.1(22.7) 8 to 14.2 
Tzu Chi 211 6.5 ----------- 
Glastonbury 224* ---------- ----- - --- 
Lewisham 179* 8.6 4.7 to 12.5 
Liverpool 69* 6 0.6 to 10.4 
GP purchasing 315 8.5(19.08) 6.4 to 10.7 
Mental health Impact 54* 10.2(20.4) 4.8 to 15.6 
Tzu Chi 211 7.5 
Glastonbury 224* ------- -- ---------- 
Lewisham 179* 5.9 2.3 to 9.4 
Liverpool 69* 5 -0.1 to 9.3 
GP purchasing 317 5.3(16.7) 3.5 to 7.1 
General health Impact 54* 8.9(21.6) 3.1 to 14.7 
Tzu CId 212 5.7 ------ 
Glastonbury 224* 
Lewisham 179* 5.5 2.3 to 8.7 
Liverpool 69* 1 -2.3 to 6.1 
Gl? purchasing 308 8.5(19.1) 6.4 to 10.7 
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Tablc 17 NIYN K) 11 licidth mito mic data fr( )m hvc 
ssen, ilce evaluations 
MYMOP 
aspect 
Evaluation N Difference 
(SI)) 
I-Ire & post 
95,11, CI 
Is, symptom ('o\, cntr\, 80 to) 
CI II PS 67 1. ý; to 2.3 
N Kirklecs 
I tillxIct 8-51 2.0 ý 1. -) 2.3 t () 3.0 
Shcfficld 54 2.3 (1.9) 1.8 to 2.8 
2 nd Sym ptOM Covcntry 55 2.5 2.0 to 3.0 
CI I H), 49 1.4 (2.0) 0.9 to) 2.0 
N ]-, ýIrklccs -------- ---------- 
1111pact 85' 2.4(1.5) 1.9 to 2.9 
ShcfficId 53 2(12. ()) 1. ý 2.5 
Activity Coventr\- 63 
- 
2.4 2.0 2.9 
CI 111)s 5ý 1.3 (2.0) 0.9 to 1.9 
N Kirklecs ---- ---------- 
Inip"Ict 851 2. ()(1.6) 1.5 2.1 
Shcfficld 29 1.9(1.7) U. -I to . 1.2' 
Wellbeing Gwcntrý, 66 1.4 1.8 
C'I 111)S 67 1.3 (2.0) 0.8 1(ý 1.8 
N -irklccs 1. (, 1. to 2.11) 
Imp"Ict 85* 1.7 (1. ()) 1.3 2.1 
Sheffield -fi 39 1.0 (1.91) 1. () to) -1.2 
Profile C'(wentn, ------ 
CI 111)s 67 1.5 (1.4) 1.1 to) 1,1; 
N Kirklees ---- - -------- 
I inpact ---- --------- 
Shcffidd 29 2.1 (1.6) 1 
Jt \\V cII 
ýr('K T4 1.5 (1.3) 1, 
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Appendix H Results from Lewis harn and ROMANS trials 
Tablc 18 Sl, '30 rcstilts from Lcwlshani co111j)ILlIIL'lllAl'\ I h( f-. 11)\ ICC 11-1.11 









50.3 (29.9) 56.4 (32.5) 0.0 
Role phvsical 23.5 (35.4) 43.4(42.3) 19.9 11.2 ti) 28.6 
Pain 37.8 (26.8) 52.7 (29.7) 14.9 8.5 1.2 
Gencral h alth 40.6 2.9) 51.4(24.2) 10.8 5.5 t 10 
Vitality 31.1 (21.4) 43.7 (22.1) 12.2 F. 6 
Social 
funcfioning 
47.3 (32.1) 63(31.6) 15.7 SA tf) -2.9 
Role emodonal 38.8 (42.8) -59.5 
(43.5) 20.7 11 30.3 
Mental health 51.5 (23.9) 60.8 (21.8) 9.3 . 4.1 1 1. -1 
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I "A'SPS 8.6 (14.2) ii=07 13.9 (12.8) ii=69 5.3 
SF 12 plivsical 4.1 (8. ) n=68 5.4 (8.9) n=65 1.3 
SIA2 mental 1.2 (12) n=68 7.9 (11.2) n=65 6.7 2.1 
SNIPQ total 2.1 (7) n=67 4,6 (8.0), ii=7() 2.5 (). 1 
SNIPQ sensory 1.6 (5.9) n=67 3.5 (6.3) ii=7() 1.8 0,21 1'() 
sml)(ý 
affective 
0.5 (2.0) n=67 1.1 (2.6) il=70 0.6 
SMPO VAS 6.9 (23.4) n=68 14.4 (24.7) ii=70 7.6 
SNIPQ 0-5 0.4 (1.2) ti=68 0.7 (1.2) ti=70 0.3 to0. 
FQ 51) 0.06 (0.29) 
nz--65 
0.11 (0.28) n=66 0.006 (). (). 1 to (). I ý 
FQ 5D thcmi 4.8 (20.9) n=64 10.6 (22.6) ii=64 5.8 1.9 to I 










FIASPS 10.4 (18. ) ii=68 14.9 (16.1) 62 4.4 1.5 111 11) 1 
SI`12 phý, sical 5.5 (9. ) n=64 7.4 (10.3) n=57 1.9 -1.0 it) : ý. -I 
S 1" 12 mcntal 1.4 (11.3) n=64 6.8 (13.6) ti=57 5.5 1.014) 9.9 
SNIPQ total 3.7 (9.1) ti=69 6.0 (8.8) n=61 2.9 0.05 to 5.8 
SNIN) sensorv 3.0 (6.6) n=69 4.8 (6.9) ii=61 1.8 551 () 4.1 
SNII'Q 
affective 
0.7 (2.7) n=69 1.8 (2.8) li=61 1.1 1t () II 
- sNI PQ VA S I (). 1 (24.1) 
n=68 
15.7 (27.3) n=61 5.5 . 
1.4 to I IA 
SN I PQ) ()- -5 
0.6 (1.1) n=69 0.9 (1.1) n=62 0.3 0.06 to (). - 
. FQ 5D (). I () (0.28) 
n=66 
(). 1() (0.30) t1=57 t () (). I 
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Appendix j Glossary 
BMA British Medical Association - professional body of doctors 
practising in Great Britian 
Cupping "Cupping refers to an ancient Chinese practice in wl-dch a cup 
is applied to the skin and the pressure in the cup is reduced (by 
using change in heat or by suctioning out air), so that the skin 
and superficial muscle layer is drawn into and held in the 
cup.... Today, cupping is mainly recommended for the 
treatment of pain, gastro-intestinal disorders, lung diseases 
(especially chronic cough and asthma), and paralysis, though it 
can be used for other disorders as well. " Taken from: 
www. itmonline. org/arts/cul2l2ing. htm (accessed 3.4.07) 
Family Health FHSA - local commissioning bodies for primary care from the 
Services early 1990s until the advent of Health Authorities. 
Authority 
Family FPCs - Precursors to Family Health Services Authority (see 
Practitioner above) 
Committees 
Foundation for Previously known as the Foundation for Integrated Medicine 
Integrated and the Prince of Wales's Foundation for Integrated Health, 
Health this small ofganisation was established by the Prince of Wales 
in the mid-1990's to promote the integration of biomedicine 
and complementary therapies. 
Fund-holding Initiative in the 1990s in which local GPs were allowed to keep 
"practice savings" to invest in new ways of delivering services. 
Resulted in expansion of complementary therapy services. 
Discontinued towards the end of the 1990s, but the principles 
have been re-introduced with the advent recently of pracdcc 
based commissioning. 
Group 1 therapies These include osteopathy, chiropractic, homeopathy, herbal 
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medicine and acupuncture. Also known as the 'Big 5', these 
were the therapies identified by the Select Committee of the 
House of Lords as most likely to become available on the NI IS. 
Health authority Local organisational bodies formed in the 1990s that 
commissioned primary and secondary care services until 
replaced by Primary Care Organisations (including Primary 
Care Groups and PCTs - see below). 
Health Another name for PCT managers (see below) 
commissioners 
Kinesiology Energy based complementary therapy that uses muscle testing 
as a diagnostic tool and "borrows" from a variety of traditions 
to affect treatment such as acupressure, homeopathy, essential 
oils and nutrition. 
Moxa Moxa is a herbal preparation of mugwort that is lit and then 
either applied directly to the skin or circled slowly round the 
needles. The process is called moxibustion and is used to 
increase the amount of heat going into the body. 
NICE National Institute for Health and Clinical Effectiveness - 
established with the aim of being an independent agency, the 
role of NICE is to review treatments, primarily of a 
pharmacological nature, and publish guidance on their adoption 
within the NHS. In theory, if NICE dictates that a particular 
intervention is effective and cost effective, PCTs are obligated 
to provide them locally. See www. nice. orgm-L-. 
Primary Care PCO - the collective name for Primary Care Trusts and 
Organisation Primary Care Groups, the latter of which were the precursors 
to Primary Care Trusts 
PCT Primary Care Trust - organisational bodies that comn-Assion 
primary and secondary care services, manage the devolved 
budget from the Department of Health, evolved from I lealth 
Authorities and came into existence in 2002. 
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PEC Professional Executive Comrnittee -A sub-comrnittcc of the 
PCT made up of the Cbýef Executive, a chair, senior directors 
and representatives from local doctors, nurses and practice 
managers. The aim of the PEC is to review services currently 
conunissioned and consider gaps in service provision. 
Practice based Established in 2006 and still in its infancy, the aim of practice 
commissioning based commissioning was to devolve decision-making to 
frontline clinicians, principally GPs. To do this, groups of GP 
surgeries are banded together to create consortia. In practice 
however, PCTs still hold the majority of the commissioning 
power. 
Quality outcome Quality and Outcome Frameworks (QOF) is a system for 
frameworks incentivising GPs to carry out certain functions within their 
practice populations. With the successful implementation of 
each function, QOF points are awarded. The more points that 
are awarded, thq more remuneration the practice receives. In 
practice, during consultations a 'pop up' will appear on the 
clinicians' computer screen reminding him or her to take the 
patient's blood pressure or book the patient for a smear test, 
for example. If these tasks take place, points are awarded. 
TAT Made up acronym for the community based organisation sct up 
to administer funds won through the New Deal for 
Communities initiative at case site 1 
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Appendix K Themes, categories and codes 
The table below identifics the specific codes associmcd with dw f(mrict-ii Ownw, 
cbscussed in the main body of the thesis. Some codcs ýirc IMIcd t() m(, rc th. m m 
theme. In some cases, codes were grouped into categorics and flicti tlwiiwýý. 
Table 24 Themes, categones and codes 
Theme Category Code 




Rhetoric on evidence Decision niAing 
based medicine Role of c\'Idence 
Add oil or Instead ()t 
Patient choice 
Political/ econoinic prussurcs 
'Reafity' of evidence Fvaluitions II calth statLIS - 1,1`36 
available I Icjlth snatus - MYNK W 
NI IS cost pressures 
Trial (Lita 
S\, steinitic rc\-Icws ACLII')LIIlCtUrc (widenct- 
I lotllcopathý' C\'i(ICIIC(- 
Discrepancies between IZOIC of C\'I(I('IICL' 
rhetoric and rcallin, Decision niaking 
I"Nidericc - access to 
I, '\, idencc hcarsaý- 
I lerbal niedicnic twidt-tice & 
provision 
SpIli'll 
& pro\, isjon 
Gmn selling (whiclict. 
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Theme Category Code 
Proccss ()t tl,,, 
SC I'V I CC 
Rcferrals 
Othcr influencc, on 
decision making 
Dcscription and historý 
of development of 
sen, ices 
Dcclsioll illakilip 
Description of scn, icc Alm" of S(11"\, Ic(, 
Dcgrcc Of 
Patients xx, ll() 'llould ; Icccý,, 
Rcferral, 
I 'unding 
Research & (-\ III ( III IP )I I ()t 
scr\, Icc 
Scrvice - hov, - \vwk-s 
I listory of scn-Ice Rationale behind s(-, t-\ ice 
AItCrll. ItlVC \VýIVS 'ý(TVICC L-Mlld 
have clevch)ped 
Challcilp. -S to c. -Stablisliltig 
SCIMCC 
I 'acilitat( )r,. () t, c"tablislillig", 
111,1111tMtIllig service 
I xaclcrslup 
I xssmi, leartit 
NI IS protcsslotials' int"Iticnct- 
on service 
( )rgatwational instabilitv 
Process of establishing scr\ icc 
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Theme Category Code 
Factors that did not Attit-Lides 
influence service design, professionifls to C VNI 
delivcrv or survival NI IS profcsslonýils' attlioidc, 
to SCrV1CL' 
Scn-lc(, 11111)ýIct ()It doclor 
attitudes 
Experience Difference service inakcs 
personal HSL' ; 111d 
of CANI 
Structural factors Specific therapies for Therapeutic nichc 
influencing ser-6ce specific conditions Safety 
design, delivery & Role of evidence 
survival Sen-ice feqtures Research and cvýilwtnon of 
scr\, Icc 
Demand 111.111.1gcl I ici II 
mccli'lillsills 
Patictit" - \\. 11() '11mild Icccý, s 
scrlVICLI 
I "Lill (ý fig 
Clillic lo(:, Itl()Il 
Servicc - publicising ()t 
I ligh priority L'imict ticcd 
Add on or Instead ()f 
Paticlits - who should acccs 
senlic(l 
Political/ cconomic prcssurc, 
Inip. ict ()n NI IS scrviccs 
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Theme Category Code 
Process factors 
influencing sen-ice Advocatcs 
design, dcliverv & Leadership 
sun-ival Patient C(, Iltl-(, (i Care 
Patient characteri,, tics 
characteristics 
Patient conditions 
Sinulanties in settings in Role of thempist 
private and NI IS settings Paticilt prcfcrcnc(-,, setting, 
Clinical practice ditYcrenc('s 
'Typical' consult. ition 
Differences in private Therapist noted Clinical practice difference. ' 
and Nf IS settings Patient difference,,, 
Role of therapist 
Organisational constraints 
I "Cluipillent 
Differences in settings Patient noted Patient pret - crenccs -- scttinos 
(continued) Consultation length 
(: OllsLllt, -Itl()Il nuniher 
Researcher noted Disrobing 
Role of thcrapist 
Paperwork 
Procedure, 
I fferýnccs expected but )if I ) i f Charging 
t tou t- nd 
F 
n o t -in 
Funding 
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Evaluating complementary and alternative 
therapy services in primary and community 
care settings: A review of 25 service 
evaluations* 
Lesley Wye*, Alison Shaw, Debbie Sharp 
Department of Primary Health Care, Community Based Medicine, University of Bristol, Cotham House, 
Cotham Hill, Bristol BS6 6A, UK 
Avaitabte ontine 24 January 2006 
Summary 
Objectives: 
(1) To review evaluations of primary and community care complementary therapy 
services. 
(2) To explore the impact evaluation reports may have had on funding decisions 
taken by NHS commissioners. 
Design: We collected 32 reports for 25 services, principally in England. Reports were 
analysed for content using the structure -process -outcome model. Modified BEST- 
CAM guidelines, which came out of a Delphi consensus exercise rating the ability 
of reports to address commissioners' priorities, were used to address the second 
objective. 
Results: Most commonly, evaluators carried out data extraction of referral forms 
(10), costings of the service (9), patient satisfaction questionnaires (9) and patient 
health status questionnaires (8). Five service evaluations addressed NHS cost pres- 
sures, with another carrying out a cost effectiveness assessment with QALY. 
Conclusion: Addressing commissioners' priorities (e. g. GP consultations rates, pre- 
scription rafes, secondary care referrals) in complementary therapy service evatu- 
ations may bolster chances of securing 'funding, but are unlikely to be enough on 
their own. 
0 2005 Elsevier Ltd. All rights reserved. 
* Lesley Wye and Alison Shaw are supported by grants from the Department of Health National Co-ordinating Centre for Research 
Capacity Development as part of the Complementary and Alternative Medicines Programme. Views presented in the paper remain 
those of the authors and do not necessarily reflect those of the Department of Health. 
Corresponding author. Tel. +44 117 954 6686; fax: +44 117 954 6677. 
E-mail address: Lesley. Wye@bristot, ac. uk (L. Wye). 
0965-2299/$ - see front matter 0 2005 Elsevier Ltd. Alt rights reserved. doi: 10.1016/j. ctim. 2005.11.004 
Evaluating complementary and afternative therapy services 221 
Introduction 
Evaluating complementary therapy services is chat- 
tenging, 'especiatty for non-researchers. NHS fund- 
Ing bodies sometimes predicate further funding of 
complementary services on the production of an 
evaluation. In response to simultaneous requests 
from the Prince of Wales's Foundation for Inte- 
grated Health, who wanted an update of ear- 
tier work, 1 and -Complementary Health 
, in Part- 
nerships (CHIPS), a complementary therapy ser- 
vice who were designing their 'own evaluation, 
we decided to carry out a review to learn more 
about how others approached this rather daunting 
task. ,' 
I Early on we discovered the fallacy of an inher- 
ent assumption-that positive evaluations lead 
to further funding of a service. We learnt that 
many relatively robust evaluations of comple- 
mentary therapy services demonstrating major 
health benefits did not lead to further commis- 
sioning of the 'services. Vere there other fac- 
tors at work? If good patient outcomes were 
not, enough to persuade commissioners, what 
would? 
In publishing this study, we hope to help our 
target audience of NHS complementary therapists 
facing their first evaLuationi Our aims are two-fotd: 
firstly, to describe the approaches others have used 
and secondly to unpick the relationship between 
evaluations and funding decisions so that more eval- 
uations are successful in providing useful informa- 
tion for commissioners. ' 
We have many predecessors in grappling with the 
complexities of evaluating complementary therapy 
services. In a report now over a decade old,, the 
Liverpool Public Health Observatory recommended 
that cost-effectiveness measures, 'validated health 
outcomes tools and patient views be included. 2.1n 
later work, Rees critiqued three, complementary 
-therapy 
service evaluations and argues that clear' 
evaluation goats, an appraisal of objectives, rec- 
ornmendations for action and , 
rigorously applied, 
robust methods are necessary. ý. More, recently, 
Thomas suggested that the first step is clarifying 
the right questions before choosipg an appropriate 
methodology. 4 
The scope of our enquiry included a range of 
issues including: 
the kind of outcomes studied*,, 
study, approach (e. g. quantitative or qualita.. 
tive/externat or internal evaluators /structure, 
process or outcome focused /sources of data such 
as medical records, surveys, etc. ); 
report layout and authorship. 
This breadth of review was essential in teasing 
out the extent to which any or all of the above might 
play a part in positive funding decisions. This study 
does not attempt to establish effectiveness, rather 




To do this, we collected reports from Novem- 
ber 2003 to July 2005. As many of the evat- 
uations of complementary therapy services are 
tgrey literature' and therefore not easily found 
in database searches, a rigorous, comprehensive 
searching strategy was devised including: 
Contacting colleagues at the Foundation for 
Integrated Health, mid-Devon Primary Care 
Research Group and the Universities of Bris- 
tol, Sheffield, Thames Valley and Westminster as 
they had conducted studies themselves and/or 
were well networked to identify others who 
had. 
" Contacting all members of the primary and sec- 
ondary wave collaboratives of the Foundation for 
Integrated Health, many of whom had conducted 
or commissioned an evaluation. 
" Searching PubCAM sub-database of Medtine. 
" Identifying potential studies from bibliographies 
of reports previously collected. 
" Hand searching issues of Complementary Thera- 
pies in Medicine, Homeopathy, Journal of Alter- 
native and Complementary Medicine. 
" Telephoning professional bodies. 
- Papers and reports were included if the ser- 
vice was delivered in state funded primary or 
community care (with one exception) and located 
in the UK (with one exception). The two excep- 
tions (LewishaM23-25 and Tzu Chi19) were included 
because, both evaluations were carried out with the 
explicit aim of winning state funding for their pri- 
mary care complementary therapy services. With- 
out them a review of evaluations would be incom- 
ptete. Documents were excluded if they reported 
throughput atone (e. g. numbers of patients seen), 
described solely the setting up of the service, 
, 
were "discussion papers" or were evaluations 
of treatments paid for privately or delivered in 
secondary care or charities. Most projects had 
only one report, but three had two and two had 
three. In total, 25 services were evaluated in 32 
reports. 5-36 
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Identifying methods used in evaluation 
reports 
In setting out an analysis framework, the structure- 
process-outcome model often applied in health 
service evaluations was used. 37 These terms are 
defined as: 
structure-conditions under which care is pro- 
vided, e. g. material resources, human resources, 
organizational characteristics, performance 
review and methods of paying; 
process-activities that constitute healthcare, 
e. g. referral criteria, diagnosis, treatment, reha- 
bilitation and patient education; 
outcome-changes in individuals and populations 
that can be attributed to healthcare including 
health status, changes in knowledge or behaviour 
and patient satisfaction. 
In applying this model, for each evaluation 
we first noted details such as date(s) of report, 
approach used (e. g. qualitative or quantitative) 
and position of evaluators (e. g. internal or exter- 
nal). We then identified sources of information (e. g. 
medical records, focus groups) with details col- 
lected from each source (e. g. prescription rates, 
patient satisfaction). Each source of information 
and subsequent details were classified as structure, 
process or outcome data. This gave valuable infor- 
mation on whether the evaluators focused on struc- 
ture, process, outcomes or some combination of the 
three in constructing their study. We then amalga- 
mated information from all of the reports to find 
the most common sources of information. 
Identifying criteria to assess the ability of 
the reports to address state health funding 
priorities 
Extracting these data was useful in clarifying the 
content of the reports, but did not assess if the 
reports addressed the concerns of state healthcare 
funders. For that another framework was needed. 
In early 2004, Wilkinson and colleagues carried 
out a Delphi exercise with academics, practition- 
ers and professionals involved in NHS complemen- 
tary therapy services in the UK. 38 The purpose 
was to identify key report criteria that would be 
of most interest to NHS commissioners (known as 
BESTCAM reports) (Table 1). A modified version of 
these criteria was applied in which duplicated cri- 
teria were deleted and two criteria were added 
('acceptability to therapists' and 'clear objectives 
for evaluation'). As a crude measure, each report 
was assessed in light of these 27 criteria and given 
a score. 
L. Wye et at. 
Table 1 (Modified) Guidelines for developing Broad 
Evidence Synthesis Topic for Complementary and 
Alternative Medicine Reports (BESTCAM reports) 
1. Structure and format for BEST CAM reports 
1.1. Rigorous (clear methodology for evaluating 
the evidence) 
1.2. The basis for evidence collection kept simple, 
accessible and practical for users 
1.3. Summary and conclusions easily available to 
patients, practitioners and physician 
1.4. The context/ rationale should be stated from 
the outset (see point 4 'drivers for CAM'a) 
2. Contents 
2.1. Introduction 
2.2. Reference section 
2.3. Summary of findings 
2.4. Conclusion section 
3. Priorities for reports 
3.1. Conditions/ conventional treatments with high 
cost implications in terms of NHS healthcare 
and other (e. g. social care) resources and 
absenteeism 
3.2. Conditions that relate to the drivers for CAM 
(e. g. Local and National priorities)' 
4. Priority topics to address in the reports 
4.1. Potential for cost effective CAM interventions 
4.2. Equity of care 
4.3. Quality of service 
5. The type of evidence collated should include 
5.1. Impact on prescribing rate 
5.2. Impact on secondary care referrals 
5.3. Impact on GP consultation rates, workload 
and accessibility 
5.4. Impact on other primary care services 
5.5. Cost effectiveness, cost benefits and cost 
neutrality 
5.6. Safety (including adverse events/ incidents) 
5.7. Health outcomes 
5.8. Wider Health outcomes such as quality of life, 
weltbeing, etc. 
5.9. Patient experience 
5.10. Patient satisfaction 
5.11. Acceptability to patients 
5.12. Acceptability to C, Ps 
6. Added criteria 
6.1. Acceptability to therapists 
6.2. Clear evaluation objectives 
4 Drivers for CAM are considered to be local and national 
priorities, such as NSF's, waiting lists for conditions with a 
high local prevalence rate, Demand management, perceived 
effectiveness gap within conventionat medicine, cost 
effectiveness, patient choice/access, patient safety, unmet 
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Ascertaining the relationship between the 
evaluation and further funding 
Alt of the reports were coded as to the current fund- 
ing status of the project and the rote of the eval- 
uation in securing any further funding, This infor- 
mation was obtained through personal contact with 
service evaluators or providers or from the reports 
themselves. 
Results 
General description of reports 
Table 2 provides an overview of the 25 service eval- 
uations reviewed. Five of the services first had eval- 
uations published in 1995 or before, eight between 
1996 and 2000 and 12 since 2001. Internal practi- 
tioners evaluated 11 services; external profession- 
ats evaluated eight; five were evaluated by both, 
and for one this information is not reported. In cre- 
ating a typology there were: 
12 research reports; 
12 published papers; 
7 reports tailor made for NHS commissioners; 
1 Ph. D. thesis. 
All of the reports were broadly positive, usually 
demonstrating patient satisfaction as well as NHS 
staff satisfaction in addition to including favourable 
data on health outcomes as well. 
Methods used 
The majority of the evaluations reported quantita- 
tive (13) or mixed methods (9), but three services 
were evaluated using qualitative methods atone. 
Three of the studies were trials, white three were 
action research studies, one of which was within a 
mixed methods evaluation. Most collected data on 
structure, process and outcomes (13) or structure 
and process (5) (see Table 2). 
The most common methods were extracting data 
from referral forms (10), costings of the service (9), 
patient satisfaction questionnaires (9) and patient 
health status questionnaires (8). The majority of 
patient satisfaction questionnaires were designed 
specifically for the evaluation, the exception being 
the Picker Institute questionnaire in the Tzu Chi19 
study. Likewise, all patient health status question- 
naires were designed locally. 
In terms of health outcomes, some studies relied 
on locally developed self -reports (either retrospec- 
tive or before and after) but many used validated 
L. Wve et at. 
health outcome measures such as the SF36 (6) or 
MYMOP (5). Qualitative data tended to be inter- 
views with therapists (5) or focus groups with users 
or NHS staff (5) (see Table 3). 
Rating of the evaluations against the 
modified BESTCAM checklist 
In terms of assessing the evaluations against BEST- 
CAM, the reports are ranked in order from the 
highest to the lowest in Table 2. Using the crude 
Table 3 Specific details of methods 
Method used Number of reports 
citing this source 
Data extraction of referral 10 
forms 
Costings of service 9 
Survey of users (patient 9 
satisfaction) 
Survey of users (health status) 8 
Data extraction of medical 7 
records 
SF36 6 
Interviews with therapists 5 
Focus group 5 
MYMOP 5 
Costings of savings made 5 
Survey of GPs 5 
Interviews with users 4 
Case studies 4 
Interviews with NHS staff 4 
Survey of therapists 4 
Hospital Anxiety and 2 
Depression Scale 
Pain Index 2 
Questionnaire to therapists 2 
Data extraction of therapists' 2 
case notes 
SF12 1 
Inventory of Personal Problems 1 
Beck's Depression Scale 1 
Functions Limitations Profile 1 
Survey of NHS staff 1 
Nottingham Health Profile 1 
Patient Generated Index 1 
GP satisfaction survey 1 
Glasgow Homeopathic Hospital 1 
Outcomes Scale 
Data extraction of patient I 
monitoring form (pre-post) 
Short form McGill Pain I 
Questionnaire 
EuoQo1 CEQ-5D I 
Extended Aberdeen Spine Pain 1 
Scale 
Total exceeds 32 as more than one method per report. 
Evaluating comýlementary and alternative therapy services 227 
measure of 'points out of 27', Glastonbury15 (25), 
Newcastle27 (21), 'West Yorkshire32 (18) and North 
Kirk(eeS31 (17) top the list-The first three scored 
highly because their studies focused on NHS costs, 
including data on impact on GP consultation time, 
prescription rates and/or secondary care referrals. 
Authors for two of the three reports (Newcastle27 
and West Yorkshire32) were based in commissioning 
agen cies. 
_. In addressing costs, 
financial information tended 
to be costings of the service (9) although five also 
included data on estimated savings made and one 
trial included a full cost utility economic study. 
Five evaluations included data on prescription rates 
and savings in GP consultation time; three incor- 
porated secondary care referral data (consultant, 
tests or in-patient days) and one reported reduc- 
tions in time off sick. 
Numbers of reports available to explore link 
between evaluation and funding decisions 
Information about the relationship between evat- 
uations and funding is missing for several services 
(either known or suspected as discontinued) oper- 
ating in the 1990s (Rydings Hall, 12 West Yorkshire, 32 
GP based purchasing, 20 Sydenham, 5 PhoeniX, 22 
Leyton Green6). Thirteen - of 'the , 
25 services 
(Glastonbury, 15 Newcastle, 27 Liverpool, 17 Sheffield 
Menopause CliniC, 28 CH1,18 CHIpS, 7-9 
, 
HetioS, 26 
Get Well UK, 35 St. Margarets, 11 CULIOMptoh, 13 
33,34 CHOICE, 36 Marytebone2l) stitt oper- ROMANS, 
ate. However, not all of their evaluations are useful 
in exploring the link between evaluations and fund- 
ing. The Get Well UK, 35 CH118 and CHOICE36 reports 
are interim evaluations. The Marylebone2l report 
is a partial evaluation with a full report remain- 
ing unobtainable. The HelioS26 evaluation was part 
of a wider review of seven anthrosophical prac. 
tices across the country. Full information on the 
Cullompton13 practice is not known, however (at 
the time of writing) spiritual heating is offered for 
free at this practice. In total, we could not explore 
the relationship between evaluations and funding 
for 12 of the 25 services. 
Characteristics of successful and 
unsuccessful evaluations aiming for state 
funding 
However, we do have sufficient information from 
13 others. Of those 13, six evaluations' explic- 
itly aimed to persuade state funders. Of those 
six, three were successful, but not all in the first 
instance. Anaspect that, two of the successful 
reports (Newcastte27 and St. Margarets") have in 
common is that they took prime commissioning 
drivers of prescription costs and GP consultation 
times, extracted data from medical records, cal- 
culated the savings made for their sample poputa- 
tion and then extrapolated the savings across to all 
patients in the service. So, there are statements 
Like "Outpatient saving 35 patients x77=E2695 
annual saving"' 1 which are then totalled. In the St. 
Margaret'sll report they put these key points into 
eye-catching, highlighted boxes. Both reports are 
also short (Less than 20 pages) with generous white 
space on the page making them easily readable. 
The strategy of catering to a commissioning audi- 
ence is not always immediately successful, how- 
ever. The Glastonbury15 report, which took into 
account prescription rates, secondary referrals, GP 
consultation time and directly costed the savings 
made as a result of the service, did not lead to 
immediate NHS funding. Although this evaluation 
did include data of interest to NHS commissioners, 
unlike the St. Margarets" and Newcastle27 reports 
it was not written in a "funder friendly" format as 
the report is over 30 pages Long with dense type. In 
the long term, the practice was able to win funding 
from the NHS for a muscuto-sketetat service using 
acupuncture and osteopathy but other therapies at 
the centre depend on donations. 
Three of the six evaluations aiming for further 
funding did not win their bids (Lewisham, 23-25 TZU 
Chi" and North KirkleeS31). The first two evalua- 
tions concentrated on providing convincing health 
status data using the SF36, one (Lewisham) through 
a randomized controlled trial with waiting list con- 
trols (n-762) and the other (Tzu Chi) through a 
survey (n = 320). North Kirktees also provided health 
outcomes data (through MYMOP) as well as views on 
the service from GPs and users. All three reports 
included data on service costs, but not on prescrip- 
tion or GP consultation rates. 
Other factors in successful evaluations 
Over and above the actual methodologies of the 
papers, who is involved in writing and presenting 
them may be an influential factor. In looking at 
successful (or ultimately successýul) evaluations, 
the Newcastie27 report was co-written by a NHS 
pharmaceutical advisor and the St. Margarets' I and 
Glastonbury's reports were co-authored by GPs. 
The Lewisham, 23-25 North KirkleeS31 and Tzu Chi'9 
reports were written by the service providers on 
their own or with academics without assistance 
from professionals within the state funded health 
systems. 
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The rest of the evaluations for which we 
have information on the relationship 
between evaluations and funding 
In teasing out the rote that evaluations may 
play in funding decisions, seven evaluations fall 
into a complicated group. In two cases, both 
regeneration projects (CHIpS7-9 and Hartcliffe and 
Withywood"), the key evaluation aim was not 
to influence NHS commissioners but rather report 
to community-based funders. Subsequently, the 
CHIPS service did present their evaluation report 
for consideration by the local Primary Care Trust 
(PCT) but were turned down because (among 
other reasons) they did not include cost pressure 
data. 
For three other services (Sheffield Menopause 
Clinic, 28 Liverpool, 17 ROMANS33,34), all of which 
continue to be NHS funded, the decision seems to 
have been Largely made before evaluation results 
were known. Subsequently, the evaluations have 
bolstered the case for continued contracts, but 
were not crucial in making initial decisions. 
For two services (Bounds Green30 and 
Coventry29) the reports acknowledge that despite 
favourable results, NHS commissioners decided not 
to fund the service. Interestingly, the aim of the 
Coventry evaluation was identified as 
Inform[ing] future commissioning decisions about 
homeopathy services in Coventry29 
However despite glowing results including 
favourable data on health outcomes, GP consulta- 
tion rates and prescription costs, the service was 
discontinued "due to limited funding". 29 This sug- 
gests that despite providing a range of persuasive, 
commissioner targeted data in a report authored by 
two PCT managers and a GP, factors other than the 
evaluation may have had greater bearing. 
Discussion 
Using the structure, process and outcome model 
in addition to the Delphi criteria worked well in 
identifying the content of the reports and their abil- 
ity to address NHS funding concerns. But like any 
tools there were shortcomings, particularly with 
the Delphi criteria in that they did not into take into 
account the robustness of the data. Many method- 
ological issues such as inadequate sample sizes, 
selection bias and insufficient analysis of qualita- 
tive data affected these reports. 
For example with prescription rates, the Leyton 
Green6 evaluations take before and after data 
L. Wve et a[, 
directly from medical records for all patients seen 
over a specified 6 months of the service. The St. 
Margaret'sil evaluation sample data (we are not 
told on what basis) for only 10% of their cases and 
access before and after data from medical notes, 
while in the Rydings HaII12 evaluation patients 
are asked after treatment "Have you stopped 
medication for the condition you were referred 
since starting homoeopathic treatment? " In terms 
of trustworthiness of data, those of the Leyton 
Green6 evaluation are the most robust, while 
the other two are open to bias, yet all meet the 
criteria of addressing prescription rates in their 
report. As such, the Delphi criteria are limited in 
their usefulness of providing an indication of report 
quality. 
This brings up questions about the importance of 
"good quality" evaluations in commissioning deci- 
sions. Although assessing the quality of such a broad 
spectrum of documents is problematic, plainly cer- 
tain reports were of a higher calibre than others. 
Nonetheless it would be spurious to suggest that 
the better quality evaluations scored more highly 
on BESTCAM guidelines or were more likely to be 
funded as this was not always the case. 
A limitation of this study is that the relationship 
between evaluations and NHS funding decisions can 
only be explored for just over half of the 25 ser- 
vices. From the information we do have though, it 
appears the relationship between the two is tenu- 
ous at best. 
Rarely do health outcome data on their own sway 
NHS funders. Inclusion of secondary care refer- 
rals, prescription and GP consultation rates can 
strengthen the case. In addition, writing short, 
readable reports that focus on savings made (ide- 
ally co-written with a commissioning manager or 
GP) may be even more persuasive. But it is entirely 
conceivable that even evaluations with all those 
ingredients may not be successful. 
Furthermore, the role that evaluations play in 
funding decisions appears even shakier in that 
sometimes decisions to fund a service have been 
made before evaluation results are known. This sug- 
gests that evaluations, although a potentially useful 
tool, are only one of many strands in mounting a 
successful strategy for NHS funding of complemen- 
tary therapy services in primary and community 
care. 
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